thot the death certificate be executed within 24 hours ofter death: Poge 4 
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The low requ 


TO HOSPITAL OR ATTENDING PHYSICIAN 


oa 


tor, 


ire! 
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Then pleose remove corbon popers. Poges 1 and 2 shoul 


the registror priar to burial, cremotion, or removol, ond in ony event within 72 hours ofter de: 


jing physicion. 


er this certificate hos been signed by the ottending physicion ond completely filled in by the fun 


tol or attend 


spi 
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poge 3 should be detoened for use os the buriol-tronsit permit. 


moy be retained by th 


TO FUNERAL DIRECT 


VS AIS (4) 
15M 10/57 


th 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 nz 
13700 CERTIFICATE OF DEATH 4 ie 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before admission) 
Sj a. b. COUNTY, 
MARYLAND 
Ok (V1 AA a RR Ob Ls 
b. cine TOWN 4 outside “igen limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
TURAL and give nearest lawn! Ef 
UNION. BeID FWEEAS | UNION TOW A 
d. NAME OF HOSPITAL {If not in ipa give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
ORNSTITUTION / ON A FARM? 
mAL yes) No 
3. NAME OF First Middle lost 4. DATE Month Day Year 
(ype or print) LLY 2 f M dE Ak RB UG A. DEATH FE 19 4S! 
5. SEX 6. COLOR OR RACE |7. sARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In tf UNDER 1 YEAR] IF UNDER 24 HRS. 


EMALE E_|wwowen a _ oworceoD) [SEPT 2 3 - [LEB cg wget 


Oa. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 


during most af working life, even if retired) 
DUSE KEEPER AT HOME 


= f_|_A4 ARVLAND 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 2 


EZRA NUSBAUM MARY RIDER 


15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address A rr 44 
{Yes. no, of unknown) {lt yen. give wor on dates of service) / ; uv Re / Dd 
Alo Ne Vo NE Ele 5 


1B. CAUSE OF DEATH [Enter onty one coute per line for (0). (). ond (¢)] INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: Ge ‘ oP Cece onl 
IMMEDIATE CAUSE (0) Airoceg. 


DUE TO 


Months] Days Min 


12. CITIZEN OF WHAT COUNTRY? 


Conditions, if ony, which ) 
gove rise to immediote 
couse {0}, stating the under- { DUE TO 
lying couse lost. te 
fA Past. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)[19. WAS ALTOFSY 
< ves (] 5. 
© [200. ACCIDENT WAS UNDERLYING C]__ | 206, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING 1 CAUSE OF DEATH 
& | {F EITHER, NOTIFY MEDICAL EXAMINER} 
S |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar town} (County) {Stote) 
6 Hour. m. While __ Not while factory, street, office bldg., ete.) # 
Fe pm. 1% lot work [] ot work [ H 
21. 1 certify that | attended the deceased from. « of) _---. WS, tae LAF... WZT_,that | lost saw the deceased 
f 
alive onf-ad- LS, WSF, and that death occurred at. SO: . fram the causes and an the date stated abave. 
ADORESS (Street, city or tawn, stote) DATE SIGNED 
ACTUAL a= &S 
SIGNATURI ies Meson, AWVtorn 4 Ridge, snd Say, 
PHYSICIAN'S — : s 
NAME (Type) = Rien ge Ad fy---. 


To. ey Co 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY a LOCATION Tas tawn, or county) {Stote) 
°) —, 
LTR S SF |PIPE GREE. LA Aovnr Mp 
U4 DIRECTOR'S 51 ADDRES: 24a, REC'D BY Saree 24, REGISTRAR'S SIGNATURE. 
jitd. pate FEB 2 0 59 Onthun £ tiasa 


M1704 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
17 CERTIFICATE OF DEATH sae a 


sé 
z 3 i; ae ial 2. ue SESIDENCE (Where deceased lived. IF institutions Residence before admission) 
Oo. oO. 
st M arroll MARYLAND Waryland » COUNRaltimore City 
Be b. arr OR TOWN (If outside corporote timits, write |. LENGTH OF STAY IN Ib |] __c, CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) / 
RURAL ond give nearest town) a vy 
sg esville 6mo, 6 days|| Baltimore Yo! 
= d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
a yc] ~ OR INSTITUTION ON A FARM: 
tid Springfield State Hospital St, James Hotel 
6 3 NAME OF First Middle low 4. DATE Month Day 
ope {Type oF print Estelle Durham Armstrong |_ dear 2 
° ON [sex 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRI B. DATE OF BIRTH 9. AGE (In year |i 
& I \ MAI 0 RIED [} fort blather) Monthy Days | Hours] Mi 
] Female white _|wirowtoy —ovorctoO] | September 20, 1940 78 


a as 100, USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 
House 6 i. Maryland Uss?: 


13. FATHER'S: NAME, 14, MOTHER'S MAIDEN NAME 
olimbi Durham Elizabeth Reichstine 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥es, no, oF unknown) {1 yes, give war or dates of service) Zy2- 2 P29 op 
no = 4 pringfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line = (0), (). ond (2h) 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o) 


bag . QUE TO 


INTERVAL BETWEEN: 
ONSET AND DEATH 


peorwe 


Then please remove carbon popers. 


|, Cremation, ar remaval, and in ony event within 72 hours after deoth. ~~ 


icate has been signed by the attending physician and campletely filled in by the! 


NDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after death: Page 4 


= Conditions, if ony, which th 
£ gove rise to immediote 
& couse {o}, stoting the under: ( DUE TO 
ges tying couse lost. (o) 
Bg5 A & e Nl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. Was AUTOFSY 
Sons le & 
435 S assoc. with cerebral arteriosclerosis, with nsvcho 2 on ves) Nod 
2 a = ] 200. ACCIDENT MOTOR E tt 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B} 
BS & OR CONTRIBUTING L] CAUSE OF DEATH 
eg & | GF elTHeR, NOTIFY MEDICAL EXAMINER) 
s z ———- 
oss & [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} {Stote} 
Scar iy RG. «a2 While Riots hile factory, street, office bldg., etc.) ! 
225 g pars 1% Jot work [[] ot work H 
a6 z 
as 21. | certify that lattended the deceased from Dy BB re SRZ19 | oe 2 1p BB thor tastisow the decserel 
Hy 
yar $3 olive an__2/19 4 12.59 and that death accurred ot _ _M, from the causes and on the date stated abave. 
age 3 4 * ADDRESS (Street, city or town, stote) DATE SIGNED. 
<i ACTUAL . 
ayes a ia a ee wo... Springfield State Hospital “4 
£axua 
2PaBs PHYSICIAN'S 
Rez2e NAME (Type|_\ MD Sykesville, Marylend 2/19/59... 
& 8 °° [oc ogee HON, ON, | 20. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY Md. Eley (City, town, of county) {Stote) 
a5 oS A ie 
Le Ry BE ZLRL Nk RR AtHe- CHEK CM. AL 
eo 2 23. FUNERAL eat SIGNATURE RE: Z| 240. REC'D BY REGISTRAR Z REGISTRAR'S FIGNATURE, 
ana) # A Uy, oy =. Fp ee 
15M 9/55 7 : CLL, Arann ATS DATE 
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al 


ge 4 


ral directar, 
e filed with 


‘@ 


Then please remave carbon papers. Pages | and 2 sh 


icate has been signed by the attending physician and campletely filled in by the fy 
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fached far use os the burial-tronsit permit. 


bythe haspital or attending physician. 


. 4 


page 3 shauld be 
the registrar prior ta buriol, cremation, ar removal, ond in any event within 72 hours 


may be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after deoth: Pa 
TO FUNERAL DIRE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Y7O2 — CERTIFICATE OF DEATH 


NT705 


Reg. Dist. No. 
= 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COUNTY ARYL a. STATE b. COUNTY Es 
erro Mary Lang Ba © ty 
b. CITY OR TOWN (It outside carporate limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 
RURAL and give nearest town) F 
*kesvilile Imo. Udays: Baltimore V : 
a. 4 eee roe (If not in hospitol, give street oddress) d. STREET ADDRESS e HS REECE 
R INSTITU 
Springfield State Hospital 1559 Waverly Way, Zone 12 ves] NO DK 
2 birexees First Middle toast 4. Hebe Month Doy Yeor 
(type oF print Harry Simpson Belsinger bam February 6, 19 59 
5. SEX 6. COLOR OR RACE | 7. MARRIED RR] NEVER MARRIED [7] 


B. DATE OF BIRTH % peg eet IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) [Manihs| Days ‘ina 
Jue 17, 188) th, 


Male White |[wioowe G] pivorceo [} 
100. ane, Oe (Cheba ree aiel 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or fareign country) 42. CITIZEN OF WHAT COUNTRY? 
Furniture salesman = Georgia U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Jacob Belsinger Rachel Simon 
eon venice cbaeeD Eyer See nt coe orca 6. SOCIAL SECURITY NO. |17. bit aad Address 
Wes 19b2 ‘to 190 2-09-1831 Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line lor (0), (b). and (c)-] INTERVAL BETWEEN 
TA A AS SEE Bays 
1X DUE TO 
Canditions, it any, which o 
gove rise ta immediote 
couse (a), stoting Ihe under ( DUE TO 
lying cause tast. te) 
CBS. Gasoce With COPCOPAL BPLETLOS CLE COSTS WEEN PSVONOLTS LEASE OH 7 asAUTOrSY 


yes (] NO 


20a, ACCIDENT Rice Oo 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Past } ar Part Il al item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHame, farm, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while loctory. street, affice bldg. etc.) + 
p.m. 19 Jot wark [J at work (J t 


2 
0, to. 


_.M, fram the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


mo. Springfield State Hospital 2/6/59 


rasan Agustin delCampo, M.D. 


Za. BURIAL, CREMATION, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, ar caunty) (Stole) 
RENQVAL Gpecin ms 

Buria Feb.9.1959 Western Cemetery Ra more Mad 

23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

HENRY SANDER & SONS.INC. Baltimore Md. PAEER 9 '59 Cuittun £ Hind 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1703 CERTIFICATE OF DEATH 


1 


Reg. Dist. No. 


“ cs — 
& 3 = ay Poise adel a oe ane eon (Where deceased lived. If institution: Residence before odmissian) 
Cees a. ' °. b. COUNTY 
mere arroll geri? Maryland 
ce b. CITY OR TOWN {If autside corporate limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {if autside corporate limits, write RURAL and give neares! town) ; 
3 RURAL and give nearest! tawn) E JV 
we 3 (Rural) Sykesville 13. months Baltimore City, 6 Vo fy 
2 ee d. NAME OF HOSPITAL (IF nat in haspital, give street address) d. STREET ADDRESS 1S RESIDENCE 
o ai ,& 4 OR INSTITUTION ON A FARM? 
w a™ f * : 
g 25 é Springfield State Hospita O_ Parkside Drive eo ot che 
2 £6 3. NAME OF First Middle lost 4. DATE Manth Doy Year 
=) oe DECEASED \F 
a 23 (Type ar print) Hen Jobn Berg DEATH 2 19 19 59 
= =8 5. SEX 6. COLOR OR RACE | 7. marnieD [it NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
ae = last birthday) [Months] Days | Hours Min, 
ee Male White —_|wieowenf) —oworceo tO) | 14-22-96 62 
< 3 aa 1a. USUAL OCCUPATION (Give kind af wark dane) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12, CITIZEN OF WHAT COUNTRY? 
2 92-31 3 during mast af warking life, even if retired) 
Pe ees gl Cabinet Maker a Maryland 

z 
3 o 3 3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

ese 

686 
8 See Lewis Berg = 
a? 2 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
=. ee 2 {¥es, no. or unknown} (Uf ye, give oar or datas of service! 
eben Yes 5-31-18 to b-2h-20 |215-03-6736 | Records Springfield State Hospital 
i, ORE £ 8, CAUSE OF DEATH [Enter anly one cause per line far (a), (b), and {c).] INTERVAL BETWEEN 
3 3 5 PART |. DEATH WAS CAUSED 6Y: > ONEEL ANGABE AU! 
So pores "OSM" IMMEDIATE CAUSE (o)_Arteriosclerotic Heart Disease more than 
3 fF? DUE TO 10 years. 
£ 52> Canditians, if any, which to. 
s BES gove rise to immediate 
3 She cause (a), stating the under. (| OVE TO 
ig § %=22 lying cause last. (e) 
“2826 ee 
Foes ioe. Zz Past IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING JO DEATH BUT.NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 19. WAS AUTOPSY 
SEsEg 2! Chrdnie "Brain Syndrome assocasted with cerebral artervoscrerosss yn. SERFORMED! 
geses P) h_ps otic rea on ves []_ NO 
Fas = |20c. ACCIDENT WAS UNDERLYING CJ ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port I af item 18.) 
z . ee & [OR CONTRIBUTING. (2 CAUSE OF DEATH 
as Ss 2 Oo O | (IF EITHER, NOTIFY MEDICAL EXAMINER) Jmol 
2s5es 3 20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF Sipe Home, ee 1 20F. (City or town) (County) (State) 
Boe 2) ots g a ace. Whi 3 jactary, street, affice bldg. etc.) ! 
Esist g es 6 ig Pees ae 
23235 21. | certify that | attended the deceosed from_March 19, 19.58, ta_Febs 19... : 19.59. that | last saw the deceased 
z he j 
2 = a 3 : alive on Fede 19 and that death accurred at 6:00P em, from the causes and on the date stated abave. 
Ea: 3 ADDRESS (Street, city ar tawn, state) PATS 
a2 ves e - — 
apes SONATUR wo. Springfield State Hospital ooo 
Orava 
2s 2 oe PHYSICIAN'S 
Seaee NAME (Type Walter Knopp, sSykesyd))ie, Miryland.. 6.9 
Fs 3 . ‘oD Za. see Sey ‘Wb. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, ar county) {State} 

~ & EMOYAL Specify} ee 5 
3 gee: b urdad Feb_23/59 Western Cemete: Baltimore 
- 23. FUNERAL DIRECTOR'S SIGNATURE, ADORESS is 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
) Ullrich Fmeral Home 4210 Belair Road ’ ys 
Lee ye oFEB 2 5 '59 Cntbun & rank 


1 ) MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 nq 26) 
b 270% CERTIFICATE OF DEATH re 

3 = / q™ ‘ 7. Lie Ante all : 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 

sa mii” Carroll Maryland b.county Chit 

. b. AURAL end give Leu mecrem pret limits, write {¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) Vv 

s Sykesville 6éy3m7a Baltimore, Md BVol-# 


- d. NAME OF HOSPITAL (If not in hospital, give street address) 


5 Springhield State Hospital 


d. iid ADDRESS: i pera 
pringfield-State-Hospitat ves NOD 


3. NAME OF First Middle low el Month Day Yeor 
{Type or print) Christian Fe Berry _— 3 23 1959 
5. SEX 6. COLOR OR RACE |7. maRRieD [] NEVER MARRIED JS] | 8. DATE OF BIRTH 9. AGE (In years [FUNDER 1 YEAR| IF UNDER 24 HRS, 
% birthday) Months| Doys | Hours} Min. 
M W wioowep [] Divorced [] m1 3089 69 on. 


Wa. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stole or foreign country) 


during most of working life, fe if retired) 
icvenwi e printer Maryland - Baltimore 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


_ August Perry Barbara REXKEX Volz 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
Rest or votnown} fig Cece eS EA 
no no §.S.Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per tine for (0}, {b}. ond {c). J INTERVAL BETWEEN 


ONSET AND DEATH 


ithin 72 hours ofter death. 


ee 


Then please remove carbon papers, Pages 1 and 2 sh 
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__ TART | DEATH ASAE cause io)_AYLeHEdselerebio heart disease. Fears. 
Ut « DUE TO 
Conditions, if any, which Generalized arteriosclerosis, ===> | etrse 
gove rise to immediote 
couse (a), stating the under, ( DUE TO 
lying couse last. tc 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 


s 
Ff 
<b 
@é 
+AgS 
< ad 
Sach are. 
Beo® 3 Fr. Pre cues BSCS RET Se TOL Be BD LATED! TO THREE OISPASE CORIO enpIN PARTI] Vas 
TT TEED) cmashesll cx ae Saree benica enon 
Poze = ] 20a. ACCIDENT WAS UNDERLYING (J __ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port t or Port It of item 1B) 
geet & | OR CONTRIBUTING L] CAUSE OF DEATH 
Sees © |UF EITHER, NOTIFY MEDICAL EXAMINER) 
oo ae 2 
SESS & J? TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stole) 
B88 6 Hour 0. m. ine ee rece I echersiis eat token bie! 
=a 23 g p. lot worl ‘ot worl 
an] 
aren St 
es = 2. | certify that | attended the deceased from__..March ____ #9: 3: toe -phe a 22, 1959. that | last sow the deceased 
£ SiS 
a 3 'M, fram the causes and an the date stated abave. 
a a ADDRESS (Street, city or town, stote) DATE SIGNED 
Sess Sena) mo. .... Springfield State Hospital 2223-59 
e = oe ne 
fava 
eae 
ege28 Mane tee! Agustin Del Campo .. svkesville, Marylande 
3 s i > To. RENO ae 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (Stote) 
Pees rial en Baltimore, Maryland 
i= 23. F ren Om te ADD} Ss do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
G ce 
YAIs a = Dolpe—/2 vate EBB 2 4°59 Cini £ inset 


4 7 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ie 1G 
1 : 17US 
2705 CERTIFICATE OF DEATH 


r ~ Reg. Dist. No. 
re 
3. v4 ) 1, PLACE OF DEAT! 2. USUAL RESIDENCE (Wheye decemed lived. If institution; Residence before odmayipn} 
& ws 0. COUNTY fi Nin ctent SUA b. COUNTY W) 
a v CLE? 
i ae 


ee eas ©. CITY OF TOWN (If ayhide corporate limits, write RURAL ond give nearest town) i 
Oo -b, 
A OCLIECECCL L: 


. NAME O} (EPITAL (i nor tn hospital, give street address) 


in 24 haurs after deoth: Page 


se A @ STREET ADDRESS e. IS RESIDENCE 
} OR INSFITUTION / 4) : i ON A FARM? 
Li OL. ) x, ves] NoSZy 
3. NAME OF First Middle Lost 4. DATE 9 Doy Yeor 
: DECEASED OF - 
\ [tree or min YA Y YE. Ay 2: DEATH eZ wor 
J ) 15. sex y {6 COLOR ORRACE [7. MARRIED [RJ NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
y : iOS lost birthday} | Manths Min. 
age y wipowen [} Divorced [] G25 3 ys, 
KIND OF BUSINESS OR INDUSTRY |11. fi oe Se ar foreign, country) 12. CITIZEN OF WHAT COUNTRY? 
Le Wa 
dt LAO 4 é Sy. Z 
7 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter anly one couse per line for (0}, (b). and (c). ] ‘, SHEE ANGINERT 
ATH 
is Mt 


PART |. DEATH MEDIATE CAUSE fo) & an = Chitoren 7, fits = 
ub XO. DUE TO 


Conditions, if ony, which wo 
gave rise to immediote 

couse (a), sloting the under. ( OVE TO 
lying couse last. (). 


that the death certificate be executed wi 


quires 


: After this certificate has been signed by the attending physician and completely filled in by the. 


Fa Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}] 19. WAS AUTOPSY 
4 4 mi 
Mul 
3 yes] not] 
& |'200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I! of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {(Stote) 
6 Hour 0. m. While Not while foctary, street, office bldg., etc.) ! 
= p.m. 19 [ot work [J ot work H 
21. 1 certify that | seedy the deceased fram. a ate AST wee Poh, 192 that | last saw the deceased 
alive an ee hd ‘bet Seat WOZ,., and thal death accurred at_. J. __M, fram the causes and an the date stated abave. 


ADORESS (Street, city or town, stote) DATE SIGNED 


tie a “-% ee alte ven de. 3/7. sis LSA 
nai Mo We p as We SUL ehe LVL, 


Zo. pel CREMATION, } 226. DATE THEREOF Tid. LOCATION iCigmont o lawn, or county) {Stoje) 
VAL (Specify: 2- 2 ae “ ff 
23 ALL; GA LEAMA LEK; 


LG 2do. abs ayy REGIS I Rae ‘2ab. REGISTRAR’ 2 SIGNATURE 
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may be retained byfiee hospital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw re: 


TO FUNERAL DIRE 


VS A15 (4) - , 
15M 10/57 Lpee4 [7 a + | DATE 


cond 


‘al director, 
ed with 


e 


@ 


hey 


rs ofter death. 


: 


Then please remave-carbon papers. Pages 1 and 2 sh 


hospital ar attending physician. 
: After this certificate hos been signed by the attending physicion and completely filled in by the 


e 
tached for use as the buriol-transit permit. 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 


me 


may be retained b 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 
poge 3 shauld be 


TO FUNERAL DIRE! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1706 CERTIFICATE OF DEATH N1 709 


Reg. Dist. No. 
1 Lag delle i ai cata (Where deceoted lived. II institution: Residence belore admission} 
id IN o. b. COUNTY 
0 haps cosy? Maryland Carroll 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give neares! lown) 7 
Taneytown Lifetime K Taneytown 
d. NAME OF HOSPITAL (If not in hospitol, give sireet oddress) , d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
yes] No 
3. NAME OF First Middle 4. DATE Month Day Yeor 
DECEASED ; 
(Type oF print) Lulu B 1959 
5. SEX 6. COLOR OR RACE 7. MARRIED (T] NEVER MARRIED [Ft 9, AGE {In years IF UNDER 24 HRS. 
lost birthdoy) Min. 
Female White winowen[] __Pworceo(] | October 8, 1885 ys. 


12. CITIZEN OF WHAT COUNTRY? 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE [Stote or foreign country} 
during most of working lile, even if retired) 
Housework Own home Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Warren Brower lydia Saylor 


1. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(r ‘oF unknown} {IF yor, give wor or dates of service] 
seks | has Pik meonecy, Saaap ava, i 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (e.] era BETWEEN 


S&T AND DEATH 
PART 1. DEATH WAS CAUSED BY: " 
IMMEDIATE CAUSE (0) CeRonAR y Cee w er 
“U20,1 DUE TO 


Conditions, if ony, which ra ARTERIC Se LcERo rie e AR bio Vos & «AR Dress, 


gave rise to immediote 
cause (0), stating the under. ( DUE TO 


YE 
lying couse last. (c). 


Past WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) | 19. anette 
yes) Nop 


200. ACCIDENT WAS_UNDERLYING () \* DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Part II of item 1B.} 


OR CONTRIBUTING [ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER 


20c, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 
Hour a. m. While Not while, 
pom. 19 ot work (J of work 7) 


21. | certify st ! attended the deceased fom af AMR 97, On eu. 2. ., 198-4 thot ' last saw the deceased 
ative on =, ROASEL. van |S wtf! afd that death accurred ot_. / FM, fram the causes and on the date stated abave. 


a ADDRESS (Street, city or town, stote) DATE SIGNED 
TV bigom. elite 2-f q 
y, 

PHYSIC! ‘s 

NAME : {] A R rT f 
220. BURIAL, CREMATION, | 22b. DATE THEREOF ° ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 

REMOVAL (Specify) 

B a eb.A4,1959 ytheran Cemeter Taneytown, Maryland 


' 
23. FUNERAL DIRECTOR'S $1 eee ADORESS 240. REC'D BY REGISTRAR ‘Zab. REGISTRAR’S SIGNATURE 
Dy trey aaa pare FEB 4 ‘59 Onithua & Fiassd 
Ss 4 


SPOTTY TE SOT MOR, 
2e. PLACE OF INJURY (Home, form, ; 20f. (Ci t (Stor 
foctory, street, oflice bldg., etc.) H — ty ee 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 "47 H G 
17O7 = —_—_ CERTIFICATE OF DEATH es with. 


1, PLACE OF DEATH Ses 2 2. USUAL RESIDENCE (Whergfieceosed lived. If institution: Repidence before admpjssjon} 
COUNTY Pia Yin: 0. STATE Dt &. COUNTY Vitale 
* RUB f 


jal director, 
filed with 


side corporote limits, write Hc. CITY OR TOWN outsid soa yy write LL Ld ‘ond give nearest town) 
st town) “A, | Xx, , 
Met ll Xx eulle. 
a. aise OCT e. IS RESIDENCE 
; ON A FARM’ 
f yes] No 


First Middle lost ath Doy Yeor 


2. NAME ~ 
{Type or print) Fer bofloct 1 io 19-5 


5. SEX 6. COLOR OR RACE | 7. MARRIED PAC NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE fs yeors [IFUNDER 1 YEAR| IF UNDER 24 HR 
h, p,f if birthday) [Months] Days | Houn | Min. 
ML, LA wiooweo [) owvorceo] | L44 ys. 


Toc: USUAL OCCUPATION {Give Yof work done| 10b, KIND ony OR INDUSTRY 11, BIRTHPLACE (Stole ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
e 
\OTHER’S MAIDEN NAMI 


during/ngit 9 cy: ma if retired) : Z. ; g 
eet! teMed | Peed? ea 


7 
} LL gid Pts OROCLUA LS, 
15. We DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
epee tes l aba e icp rere yy WJ 


4 
= y = RSE Likihlte Lull EZ, iffi haiti 


alt OE. _ 
4 INTERVAL BETWEEN 
ZL 


After this certificote has been signed by the ottending physician ond completely filled in by the. 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond D) 
oa : 
mars coms cuaney, Corovaky 1h Kem boss, Myper Tense _ 
44 1/ DUE TO Mad <B 
Conditions, if ony. which fl Cerebral Babriasc at bed BRT esjosclere815 


gove rise to immediote _ 
sare ch nainatie ee HO wey alized) MUCHA, 3 Jt oT 


lying couse last. 
TONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a} | 19. WAS AUTOPSY 
yes? no 


2a. ACCIDENT WAS_UNDERLYING [} ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 1B.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ee Eee 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED {|20e. PLACE OF INJURY [Home, form, (City oF town) {County) {Stote} 
Hour 0. m. White Not white foctory, street, office bldg., 
p.m. 19 Jot work [] ot work], 


-— - 
WEP_____., 19.2.7 that | last saw the deceased 


Su ¥/M, fram the causes and an the date stated abave. 
ADDRESS (Street, city of town, 3.2 se SIGNED 


ONSET AND DEATH 


thot the death certificate be executed within 24 haurs ofter death’ Page 4 
Then please remove carbon popers. Pages 1 and 2 sho 


res 


Pant Il. OTHER SIGNIFICANT CONDI 


The fow requ 


e hospital or attending physicion. 
MEDICAL CERTIFICATION 


ACTUAL “4 
SIGNATURE. . 2 FeE59 


PHYSICIAN'S: 
NAME (type)__/£OW/ 4 YL a i 


‘Tio. BURIAL, CREMATION, “2 DAT ek OF HETERY OR.C! town, goals {Stote} 
SAMOA Pes fy} \ 5G js {7 yd yy, 
Lb: Lx LCE SE. th LUE LAL 342 


~ oF NEBR ls CTOR'S, 14 TURE ADDRESS ‘2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGHATURE 


. oaFEB 11°59 | Chur £ Aen 
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page 3 should be défached for use as the burial-transit permit. 


may be retoined b: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
1} 
TO FUNERAL Direc 


VS ANS {4) : s 
15M 10/57 Letaty wo'7 adie Y/, 
f 


meager. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
bat: CERTIFICATE OF DEATH 


ool 


N71 


Reg. Dist. No. 


~ ce ee et 
5 # 5 (% \\ | PLACE OF DeaTH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 fy i yas Carroll marviano || ° Maryland COUNTY Frede rick 
3 3 si : b. CITY OR TOWN if aunide sorporcte Hints, write [c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) } 
ra ar live Neorest town! 
2 Sykesville 8mos. 15deys: Frederick ne V 
Ss a an OF HOSPITAL {If not in hospitol, give sireet oddress) d. STREET ADDRESS 1S RESIDENCE 
5 2s 
2 Soe ee pringiield State Hospital 539 N. Market St, vés C] no PS 
2 —+ 
ie 5 a. 3 First Middle tow 4. DATE Manth Dey Yeor 
nents Type or print Annie Belle Johnson Burriss Dark February 2, 459 
c = 
= > 5. SEX 6 COLOR OR RACE 17. MARRIED (] NEVER MARRIED ["] | 8. DATE OF BIRTH aa Fo | ew UNDER 24 HRS. 
ei cf é Female White |wiowsn%] pvorceo] | August 19,1879 yn, aan 
= €&8. Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |17. BIRTHPLACE (Stole or foreign country) bed rc Pi WHAT COUNTRY? 
3 oi g 3 during most of working life, even if retired) 
Eo ved Nurse - Virginia U.S.A. 
4 = £ ry ; 3. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
=o Veee a . Z, 
2 ou : (P 
& Yer Smith Johnson eda 4 eae 
4 28 2 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? 16, i a NO. 17. ee ‘Address 
= aE iS {Yes, 90. oo {it yes, ve wor or dotes of tervice) s 14 H 12 ai 
S pee O ~ pringfie ospital Records 
£e = 
3 te 9 £ 1B, CAUSE OF DEATH [Enter only one couse per line st {a}. (b), ond rey INTERVAL BETWEEN 
2 28% PART 1. DEATH Wa‘ : 
2 og: U2 A DEATIMMEDIATE CAUSE fo Arteriosclerotic heart disease ears 
S¢ Shee Lh O. DUE TO 
DW ae te) 
= SP Conditions, if ony, which (by 
3 ges gove rite to immediate 
=) eva couse (0), stoting the under: ( DUE TO 
= s2s2 lying couse lost. ) 
388 5 4 z Parti. OTHER SIGNIFI iT CONDITIONS CONTRIBUTING TO. DEATH BUT NOT RELATED TO THE TERMINAL DISEASE gor IVEN IN PART 1(a)/19. Ke AUTOPSY 
2 a2% 2] C.B.S.assoc.w th py a LS) e With cere rat arter osclerosis, WH ERFORMED? 
25828 S ns ha SL No & 
= Pees = [200, ACCIDENT WAS UNDERLYING CJ] 20b. SCRE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part 11 of item 18.) 
oe es & ] OR CONTRIBUTING C] CAUSE OF DEATH 
Zeges & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
ee Se 2 
2stEs & [20c. TIME OF INJURY Month, Day, Year [ 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Cavaty) (State) 
w°55S o A 
eKesoves ao Hour 9. m. While Not while factory, street, office bldg., etc tc.) 1 
E5275 g p.m. 19 Jot work (J at work (J H 
Fra its) 9 
g ge ae 21. | certify that | a a the deceased from. May I, eae , 19.28 egy ole Pe ea that I last saw the deceased 
28237 
Pi iS $5 oliveanFebruary 2) | 259 ¥- _M, fram the causes and on the date stated abave. 
ea Cc ADDRESS (Street, city or town, stote) DATE SIGNED 
e e 3 2 4 ; . os 
apes ATA LOY Wee of ws ing (CQi yo _ Springfield State Hospital 2/2/59 
oe 5 6 ee ea eee ee ee ee re ae ee ke ee ee ee | 
25538 YSICIAN’S 5 
Z e228 po t)__Edmund Lusthaus, M.D. aSykesva We, (Necylaad. » soy Sts 
BRYEO'D 2d. LOCATION (Gity, town, or county) (Stole) 
9 gt 5 ¢ y 
Foes CSL ML IL A 
ee 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE — 
“ iT ‘eile! 
Weve , G A pate FEB 4 ‘99 tun &. Ficasad, 


hi 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 haurs after death: Page 4 
am 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 n 1 ? if > 
1704 CERTIFICATE OF DEATH Sica ¥ 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institutian: Residence befare admission) 


* Cou” Carroll MARYLAND || *” Maryland ae Balto,City 


b. CITY OR TOWN (if outside corporate limits, write | ¢. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) } 
Rural ‘ond give nearest tawn) . v 
Sykesville 3luyrs.10mos.ifdays Baltimore ce ; 


2 2 _ | 2 BAMEOF HOSPITAL (I not in hespitel. give wrest oddres] d. STREET ADDRESS, o. 1S RESIDENCE 
Be . Springfield State Hospital 120) S.Charles Street vs) NOX] 
3 5 3. NAME OF. First Middte Lost 4. DATE Month Day Yeor 

os {Type or print) Mary. BE. Miller BYRNES beat February 26, 1959 
ke $5. SEX 6. COLOR OR RACE |7. MARRIED RC] NEVER MARRIED [[] | 8. DATE OF BIRTH a) pontaeres VE UNDER 24 HRS, 
.. Female White wipowo[] ——oworceo] | March 20, 189% aes Hours | Min, 


102. USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


2 Housewife - Maryland WeBabhe 

3 13. FATHER’S NAME 14 MOTHER'S MAIDEN NAME 

s 

4 Joseph Miller Mary Daley 

3 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

& (Yes, nor unknown) {IF yes, give wor or dotm of service) S 4 1 4 H it R na 

é No - - pringfield Hospitel Records 

3 18. CAUSE OF DEATH [Enter only one couse per line for (0). {b), ond (¢)-] INTERVAL BETWEEN 
a ¢ é 

§ TART DEATH IMPOIATE CAUSE (o1__ Aber: eart disease Years 
€ Y. , QUE TO 


¢ w_Ceneralized arteriosclerosis Years 

& QUE TO 

= lying couse lost. ol 

5 v* Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1fo)|19. WAS AUTOPSY 
= Schizophrenic reaction, paranoid type. WSL] NOK} 


200, ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part Vor Port IT of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Th ee ee 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stote) 
Hour 0, m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 fot work [] of work [J ‘ 


| or attending physician. 
After this certificate has been signed by the attending physician and cam 


MEDICAL CERTIFICATION, 


e hospi 


a: 


poge 3 shauld be detached for use os the buri 


the registrar priar ta burial, cremation, ar removal, and in ony event within 72 hours after de 


may be retained by 


ACTUAL 
4 | }sonatun 
a 
z fat Yves H. Boennec, M.D. 5 Sykesvilie, Ma 
< seinen eperemraneesetie rine ale cia 
3 ORIAL, CREMATION, 2 [ey ie 0 \ME OF CEMETERY OR oP. b 
5 oa OVAL (Speci y 
5 ie =e ao ct cated “a PALL. thd » 
= ADDRESS > Fe wm 2b. REGISTRAR'S SIGNATURE 
AIS fA) ( Cr FER 9 ; 


/ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
T710 CERTIFICATE OF DEATH sn al 


a 


MLL 


~ ce 
3 3 = 1, PLACE OF DEATH 4 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
O owibig °. = Riavihiee b. COUNTY wh sae 
a red BARRA BRYLINVD OL4 
= i= b. CITY OR TOWN [if eulide corporate init, wrle |e. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If oulside corporate limits, write RURAL ond give nearest town) 
S J RURAL and give nearest tawn) E 
. kph. | YERRS XWEW WIND S 6 Gl- 
= © 2 fe da. NAME aa HOSPITAL {If not in hospitol, give street address) d. STREET ADDRESS: e. 1S RESIDENCE 
6 fs j OR INSTITUTION f ON A FARM? 
” >™ . 
5 = 
2 £5 3. NAME OF Fiet Middte tost 4. Date Month Doy Year 
= 3- . 
& 237 Typeer pin) §=— OAFLA, LE ALVERTAR Li ee FE AA 9 F 
= ee 3 5. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED 1 |®. DATE OF BIRTH 9. AGE (In years e 
32 <r a lost birthdey) 
= 2s F wioowen G-—_ ovorcin 1 [LT /Y -/ FO yes. 
= & a ‘ 100. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
> << 
¢ Bee during most of working fife, even if retired) ” 
4 2 Ui 77] Bp A e a 
* 2sv (Lie y! OWA {7 Wh £7 2 ALL 
3 poe 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ce 
2 886 Py ir 2) (ee pp y n 
§ Bez eas ) f} ARKIE Lf Li 
= 293 16, WAS DECEASED EVER IN U.: S. ARMED FORCES? |16. SOCIAL SECURITY NO, 17. INFORMANT ‘Address 
= aé Fes. m0, oF unknown) {It yes, give wor or doles of service) a 
= gk hla id NONE PUES CHBZZENDAELER NE MU soh 
@ eee 1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond {c)-] INTERVAL BETWEEN 
 v Say PART I, DEATH WAS CAUSED BY: 4 
(op caies IMMEDIATE CAUSE (0), 
ees / DUE TO 
Pee eo = a : 
= =e: Conditions, if any, which (b) 
(ar? Es gove rise to immediate 
8s couse (0), slating the under. ( OUETO 
= € “=D lying couse last. fe) 
See =. = 
ze 2 S oF a Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19. PORCRNEGTL 
QROES ~ |e 
gases O18 vs Nol 
Fo 2 5 = [200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part (or Part Il of item 1B.) 
Zose. & | OR CONTRIBUTING LJ CAUSE OF DEATH 
zeses © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sess & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, on 120. (¢ (City oF town) {County} {State} 
S58es g Bisti-ten en: WARK i eteEnGIe foctary, street, office bldg., etc 
zsiret = Pam, 19 Jot work [1] ot work] "4 
eesei ; 
Zes55 21. | certify that J attended the deceased from__.4/26/58 19___. to 2/22 (ST view ithat | last saw the deceased 
a g3 
$ es oS 5 olive an a (2215 F., HW 2S ance and thot death occurred ot... 7_A. M, fram the causes ond an the date stated above, 
- a e Re ADDRESS (Street, city ar town, stote} DATE SIGNED 
> = 
<200 = 2G VES 
Pay 33 Soa See sopra 0... httada Mes el econ LU (£722 [Sf 
Sana 
28n85 PHYSICIAN'S 
ig? sé ms 7 £ 2oe a NEM WIN DSi. MD 
Fd 22 Ze ‘720. BURIAL, seen | ‘2b. DATE THEREOF ‘Zc. NAME _ CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) {Stote) 
>> o° RE: Nova specify) 
=x Of Pp 
ofote LEE SA BEKO (liz 
fe & 


“EE 2d. FEB D BY 3 Teg ‘Zab, REGISTRARS SIGNATURE 


VS ANS (4) Ort he 
15M 10/57 A A d Le LM tlds hi DATE i S, Hcsths 


i 


v I director, 
D 


101 


led in by the. 


cote be executed within 24 hours after deoth. Page 4 
Pages 1 ond 2 sh 


Then please remave corbon papers. 


‘ar attending physician. 
After this certificate hos been signed by the ottending physician ond completely 


hospit 


4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth ce: 
poge 3 should be deroched for use as the buriol-tronsit permit. 


YS ANS (4) 


15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 o1714 
CERTIFICATE OF DEATH - : 1% 


Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insitoion: Residence before odmission) 
°. 9.31 b, COUNTY 
MARYLAND 
ae | LDS OL in 44 
b CTY OR T TOWN (if oui ® corporote ee write | ¢. LENGTH OF STAY IN 1b ce =. CITY OR TOWN (\Yuttide corporate limits, write RURAL ond give neores! town) 
ind giye neo E 
V4 y, 
, CLL. LY LOL PLA 
? [If notin hogpitel, give street oddress) @. tS RESIDENCE 
OR ye ION PX ON A FARM? 
90 WE LBA Z ves ENO Ee 
3. NAME First Middle lost 4, DATE Month Day Year 
DECEASED OF : 
(Type or print) Zt ZL = cf, se DEATH FEB IS W~SG 
%. AGE tin year [I [IF UNDER 1 YEAR] IF UNDER a ks. 
Jost birthdoy} Be 
wibowen Ef} —_—oivorceo [] ¥ OP Deyn. i 


(Give Kigd of work done] 105. KIND OF BUSINESS OR INDUSTRY |1 
F washing life gevgn if retireg 


12. CITIZEN OF WHAT COUNTRY? 


Lia APY (SG 


“d 

4) ey, Lae | J Wg p LZ; 

A 14, MOTHER'S MAIDEN NAME 
nis ediyy 222. S2e 


1S. WAS DECEASED EVER U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. }17. Seeger es Address 


[Yes, 10. oF unknown) 'Y8s, give wor or dates of service} 
ak ee —__ Bea Alas, Aduaieag 
“718. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond 4] pint SRE ANS SH 
- 
PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! Beorerrrrnne— roap> = 

/¢ 1,0 DUE TO 
a 

Conditions, if ony, which " e+ rome 
gove rise to immediote 
cotse (0), stoting the under- DUE TO 
lying couse lost. © 


y Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1o}]19. WAS AUTOPSY 
Menerpl $e Vel pieas e — e : . ves) no 
200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port It of item 18.) 

‘OR CONTRIBUTING L] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

206. TIME OF INJURY Month, a Yeor ]20d. INJURY OCCURRED —]20e. PLACE OF INJURY (Home, form, 1208, (City or town) (County) (Stote) 

Hour o.m. While. Not whil "Oy foctoty, street, office bldg. ete.) 
a lot work [J ot work H 


rs after death. 


MEDICAL CERTIFICATION 


21. 1 certify that | attended the deceased fram. ee Sts tot gh. Ant, 195 Zthat | last saw the deceased 
alive on: ., and that death accurred at_. LM, from the causes and an the date stated above. 
ADORESS (Street, city or town, stote) DATE SIGNED 


ee ee ee ee ee 


Nant ted S/ 9 NES 


5. 
. Tb. DATE THEREOF ELT 
TAY REMOVAL (Speci — 

; Wer he = ees: LA 2f} 


2. ee SIGNATURE 


22d. LOCATION (City, town, or county) = (Stote) 


Ans bot Ptetsealis.. 
RAR | 24b. REGISTRAR’S SIGNATURE 7 


‘ 


the registrar prior ta burial, cremation, or removol, ond in any event within Z) 


eral directar, 
e filed with 


‘ 


Then please remove carban papers. Pages } and 2 sh. 


s certificate has been signed by the attending physician and completely filled in by the 


or attending physician. 


he hospital 
After 


Ersched far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours ofter Rela = 


page 3 shauid 


may be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours offer death: Page 4 
TO FUNERAL DIR! 


f 


pect 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


N75 
CERTIFICATE OF DEATH 1715 


d Reg. Dist. No. rs 
Ay Meee stata 3 Meee oe (Where deceosed lived. If institution: Residence before odmission) 
9 Carroll maryiann || & Maryland b.county Balto. City 
b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give necrest town) { 
RURAL ond give nearest town) ine v 
Sykesville 6mos.26days Baltimore BVorl 
d. oye Teste ued (If not in hospitol, give street address) d. STREET ADDRESS e bsg yes 
Springfield State Hospital 1825 McKim Court ves C1 NO 
3 Rented Fiest Middle Lost 4. Be Month Do; Year 
Type eprint) Charies Randolph Conner DEATH February Th, poe 


5. SEX 6 COLOR OR RACE [7. maRRIED PA] NEVER MARRIED [7] | 8. DATE OF SiRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
July 16, 1894 los} birthday) a 
Male White |[woowol Divorced [J ly 16, =“ ; 


12, CITIZEN OF WHAT COUNTRY? 


Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
dusing most of working life, even if retired) 


Motion picture operator - Maryland U.S Ae 
V3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles Oliver Conner Florence Cora Lilly 
iE WAS ECE ecvERIN U. 5. Bayer rons 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fee ries Panidcaicerseatesl tr aes : 
Yeu ist world war4/.& 0/~ OO4apringfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: ONS AAND PEATE 
7 OS™ IMMEDIATE CAUSE (0) Arteriosclerotic cardiovascular disease, earse 
+ ’ DUE TO 
Conditions, if ony, which m____ Generalized artericslcerosis. Years. 
gove + © immediote 
cause (0), stoting the under- ( OVE TO 
lying cause tast. © 
ra Past 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAT BUT NOT 'S Will rsyenotie CONDITIO! SVS 1N PART 1(0)|19. WAS AUTOPSY 
=/C.BeS.assog.wi erebral arterioscierosis psychotic reaction, PERFORMED? 
S| 3h5hrtanecs Bilateral bronchenneumonis ves PE not} 
= 20a. ACCIDENT WAS_UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 18.) 
«| OR CONTRIBUTING (1 CAUSE OF DEATH 
O {(IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —| 20e. PLACE OF INJURY tHome, farm, | 20f. (City or town) (County) (Stote) 
6 Hour 0. m. While Not while factory, street, office bldg., etc.) ! 
= p.m. 19 ot work [J of work 1 
21. ! certify that | attended the deceased from JULy_ 18, ee, A 1958, to. February 14 519 09 that | last saw the deceased 
alive on, February 13, __, 1998 and that death accurred ot, UtlOA py, fram the causes and an the date stated abave, 
ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL wo. Springfield Hospital 2/15/59 


PHYSIRIAN'S, 


NAME“Type} Agustin delCampo, iAley 2 mL, Sukegvi tes Bary ome Wa ee 


Ro. BY Cea ‘2b. DATE THEREOF ‘Tc, NAME OF CEMETERY OR pen, 72d. LOCATION (City, Sy county) {Stote) 
MOVAL (Specify)s SG "> o..f£ Fy y 5 oO 
Dittttap \w-(F- 4 Et piinwts filiera LOMA Ly x LA 


q Se CL. Jb _~POpiess t f) tao. REC'D & reas 2ab. REGISTRAR’S SIGNATURE 
gee BA Hegel Lapteordlle, Hef out 0 2808" [PCr £ Feu 


7 7 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 — 
1713 CERTIFICATE OF DEATH 


om’ 


AT716 


Reg. Dist. No. 


Py 


a fi . 

24 M V. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 

e& 8 . 0. COUNTY, y Pree 0.8 Lore ; COUNTY 

Bes (TAMIA CLEMPI Lh Lf, 

£3 B. CITY OR TOWN (IF outside corporate limits, write |e LENGTH OF STAY IN Ib & CITY-OR TOWN {IF oyXide corporate limit, write RURAL ond give neores town) 

3 5d RURAL ond give neorst town) s "po 

9 y 3 0) 

34 Meo. |S Pd Gece VPS 

. = BEEZ La. (La 

22 Pe me OSPITAL (If no . ai fo Sire BESS Zi © 1S RESIDENCE 
o cag J 

ey Za J Lg GE td pp (722 YES Aon 
2 fc 3. NAME OF First Middle tost 4. DATE nth 

& 2 (Type or print) CL/FTO, IRE. C00 DEATH LEMS + 


red 


. SEX 6. wos ‘OR RACE ]7. MARRIED [] NEVER MARRIED [_] | & DATE OF BIRTH 


PLE Aft TE \wwowen ~~ _oworceo] | ves 2S, JI Fo 


Ipst bi thoy) 

dante 

100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDGSRY]11. BIRTHPLACE @tote or ren country) 12, CITIZEN OF WHAT COUNTRY? 
dusfig most of ae fife, even if retired) 


ff ‘ Dee ba is Lf 


“ a Ai 
Neo Zorcdialy, 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY NO. gpeeie ‘Address ; 
(Ye. 10. oF unknown) IIt yes, give wor or dates of service) 
Leib the Mit: Cot hated betta, 


18. CAUSE OF DEATH [Enter only ane couse per fine for (a), (b), ond (c)-} 4 INTERVAL BETWEEN, 
PART |. DEATH WAS CAUSED BY: ¢ y { a ’ A 
IMMEDIATE CAUSE {0} =< pro he 


t DUE TO ' 


Conditions, if any, which & ee = 
gave tise to immedione 
cote (0), stoting the under- 
lying cousayTosi. a 


Past Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19- er 


yes(] no] 
20a, ACCIDENT WAS UNDERLYING oe 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I of Port Il of item 18.) 
OR CONTRIBUTING CT CAUSE OF DEAT! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} {County) (State) 
HOve_.o: Re ae eee foctory, street, office bldg., etc. 4 4 
p.m. 19 fot work [[] ot work [] 


2.0 bide d that 1 attended the deceased from_/=2 WZ Ve awk 3, 19xCFthat | last saw the deceased 


9. AGE {in yeors 


cote be executed wi 


Then please remove corban papers. Pages 1 and 2 sha: 


in any event within 72 hours after deoth. 


Z 
g 
3 
= 
3 
& 
& 
Vv 
a 
x 
a 
8 
= 


fter this certificate has been signed by the attending physicion ond completely 


a PS alive on --43-M, from the causes and on the date stated abave. 
ADDRESS (Street, city o town, state} DATE SIGNED 

ACTUAL - of 
SIGNATURI MD. x SF 


720. BURIAL, CREMATION, | 225. DATE THEREOF BURIAL, =k Zab. BS ne el 22c_NAME OF yy OR CREMATORY, ‘2d. LOCATION {City, town, ar county) {Stote} 
Pace ify / = F 
fo Lig 2TLA CEDEK Of PEA hey Ned Naed CHUL ZO £2. LL, 
4 


2da. REC BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
okEB 6 ‘59 Tithun § Sarid. 


the registrar priar ta buriol, cremation, or removol, on 


> 
ei 
tics 
Z 
be 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1714 CERTIFICATE OF DEATH las Mes 


rs pele RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
b. COUNTY. 
Maryland Washington 


oul 


ve wy 


——— 


1. PLACE OF DEATH 
0. COUNTY 


Carro 


b. CITY OR TOWN {If outside corporote ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN (if outside carporote limils, wrile RURAL ond give nearest town) ° 
RURAL ond give neares! lown) 5 JV 
11Mo. 7days. Hagerstown 2 us 
d. ME OF HOSPITAL {If nol in hospitol, give street oddress) d. STREET ADDRESS 8 Reece 
OR INSTITUTION: = ON A FARM? 
field State Hospital 309 Fridinger Avenue YES PE NODS 
3 Aas First Middle lost 4 ete Month Day Yeor 
(ype oF print) William Edward Cridler DEAT 2 3) ge 
6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
st yindey) Min. 
widowed [sé vorceo ] | 2—15—7 tod ee 


1e. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) 
Horse Trainer ~ Z Maryland 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Ellie Eastner 


17. INFORMANT Address 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A 


John Cridler 


1S. WAS DECEASED EVER IN U. $. ARMED FORCES? 416. SOCIAL SECURITY NO. 


(Yes, no oF unknown) 


in 72 hee death. 
deny 


Then please remove carbon popers. 


218+30=7859 | Records Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one couse per line far (0), (b}, ond (c}-] GAs Ani 
PART |: DEATIUMEOIATE caus (ot ___ Bron chopneumon ia Days 
4 . DUE TO 
Conditions, if ony, which w__Arteriosclerotic heart disease a. Years 


Gave rise 10 immediate 
couse {0}, stoting Ihe under: DUE TO 
lying cause los. fo a 


After this certificate hos been signed by the ottending physicion and completely filled in by the fuzeral director, 


TO HOSPITAL OR ATTENDING PHYSICIAN; The low requires that the deoth certificate be executed within 24 haurs after deoth: Poge 4 


Fe 
=e 
Es 
gs 
peas 
is 5 os 3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT th RELATED TO T IE TERMINAL DISEASE ASE CQNDJTI olism IN, PART ig oA WAS AUTOPSY 
erg se 5 peo brain syndrome, associated wit et 3 ance of meta Sm, growbh reso Of NoO 
aolo o a7 se e brain ad h psycho 
2 ie) 
£ 2 £ =| oa, ACCIDENT WR UNDER inc Or | 206. DESCRIBE HOW INJURY OCCURRED. (ema Raiureiar | injury in Pon torPor ofitem 18) Diabetes « 
¢ £5 G | {IF EITHER, NOTIFY MEDICAL EXAMINER) 7 
S5s5 3 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
5. 8s a eur al. While Not while factory, street, office bldg., etc.) | 
a3 e 2] —= om 7 19 Jol work fy ot work Ge] - H ~ 
= 55 
z SS 21. | certify that | ottended the deceased from. Feb». 26. met - 19.58, toMetny. Bo... ---.. , 19.59.,that | last saw the deceased 
9.2 
ae z 3 alive on___ Feb. oe fees 0 — ond that death occurred ot_53h0- . from the couses and on the date stated above. 
* a y, ,; j ADDRESS (Street, city or town, stote) DATE SIGNED 
Test | [Bitte L, Uf _p wo, .... Springfield State Hospital 2-3-1959. 
Eaoze 
248 PHYSICIAN'S 
s<2 5 Mave tyes: Deel ber shpopp, Beppe ee eee 
82° 7 Ze. BURIAL, CREMATION, | 22. DATE, THERE 2c. NAMESOF CEMETERY OR GREMAPORY y. fawn, of-county) (Stote) 
SPos Bene Dy, 2 gle y “ Uf f 
Eo 8s Apes g GUMhtA L., PVeg 
e DIRECTOR'S SIGNATURE - ha, REC'D BY REGISTRAR |ffab. REGISTRAR’S SIGNATURE 


VS ANS (4 pes Z 4 4 
Eaves! « t : a LEP, LA £2 DATE "59 aera) 
j Y 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
17 CERTIFICATE OF DEATH NLT 


af 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (€).] INTERVAL BETWEEN, 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


Reg. Dist. No. 
% gf oq — 
5 S 2 i un pacers te ei 2. cee (Where deceased lived. If institution: Retidence before admission) 
3 i °. °. b. COUNTY 
<< 4 My 
ges cro jogs aryland Carroll 
£ 3 RS b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN 1b «. CITY OR TOWN (IF cutside corporate limits, write RURAL ond give nearest town) 
se RURAL ond give neores! town} 
: 
ha oe kes e / r 
GB ere d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS a. 1S RESIDENCE 
o = i RE OR INSTITUTION ON A FARM? 
is y r 
paves ngfield State Hospital 263 . Moin Street ves) NOD 
3 
oO” 3. NAME OF First Middl Lost 4. DATE af 
= 5 ene irs iddle os oA Month Doy eor 
2 I bres Pin!) _George _Benjamin _Darma own February 25, 1959 
= & 5. SEX 6. COLOR OR RACE |7. MARRIED) NEVER MARRIED [] |€- DATE OF BIRTH [ ASTI Hea TYEAR] IF UNDER 24 HRS. 
5 ~ irthdoy! lonths| Doys | Hours] Min. 
2 4 Ma le White wioweo Fi bivorceo () reh_ lA, 1874 84 yrs. 
= a 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 8 during most of working life, even if retired) 
3 § S78 = | Wisconsin U.S.A. 
*4 4 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
° 
8 
¢ Pan) Darns Charlotte Weismiller 
2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |i6. SOCIAL SECURITY NO. |17. INFORMANT Address 
4 {Yes, no oF unknown) {I yes, give war or dates of service) 
rs no = Svoringfia 
a 
a 
2 
§ 
ie 
Fe 


icote has been signed by the ottending physician and completely filled in by th 


IMMEDIATE CAUSE (o)]__-Arteriosclerotic heart disease Years 
) DUE TO 
= Conditions, if ony, which w Bronchopneumonia Days 
E gove to immediote 
& couse (0), stoting the under. ( CUETO 
e4s lying couse lost. (o) 
oc Z So SS 
See = 
a oS aT UJ. THER SIGNIFI IT CONDIT, IS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART } 19, WAS AUTOPSY 
Rot 8) colitis SE Ehs HS Peo rN to oeate, = . : (01/19: FERFORMEG? 
ase S| C,.8,S,assoc with senile brain disease with psychotic reaction, ves] No 
2 3 = 200. ACCIDENT WAS UNDERLYING O 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ul of item 18.) 
3 a | OR CONTRIBUTING Cl CAUSE OF DEATH 
§ £ & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& Z eats 
oes & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {State} 
3.2 3 Fa Hour 0. m. While MeiThile: foctory, street, office bldg., etc.) | 
Su S = p.m. 19 lot work [7] ot work Hi 
aro 
aa 21. | certify that | attended the deceased from. Necember_19,19.58, to February 2539 59 that t tost sow the deceased 
Bzy 9 
alive on_F Peek, S 2 er and that death accurred at6330 aM, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


z 


the registror prior to burial, cremotian, or remavol, ond in any event within 72 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate 


3 ® 2 SIGNAT st wo. Springfield 
$22 namttnea Agustin del Campo, M.Dé .evkesville, Matyland 
ee Boe tay Mar. 3, 1959 Cameter Stevens Point, Wisconsin 
» 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY. pCa ‘2b. eet 5 ne 
V5 AIS 14) John R. Byers Westminster, Maryland | oar MMi =~ > ae Fe 


~ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Ps ‘ 
4 CERTIFICATE OF DEATH eee 


wt 


hae Reg. Dist. No. 

3 iy 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before odmission} 
eS: 9. FA b. COUNT 

= MARYLAND wi ‘ 

ivy AREA ARYLAND 9°" AZ Reo“l 


b. CITY OR TOWN (If outside corporale fimils, write} ¢. LENGTH OF STAY IN tb 


RYRAL and give nearest fawn) VEA RS 


c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest fawn) 


LINWoOL 


. 


2 
aie % 4. NAME OF HOSPITAL (iWnat In hospital, give sireet addres) / d. STREET_ADDRESS © 1S RESIDENCE 
£5 , ‘ 
se V_IeA bk v5 1) No 
£6 3. NAME OF in Middle Lost 4. DATE Month Do; Year 

Y 

3- DECEASED OF 
=e (roe rn MAN eed OSE Pt Yo F/-_| mam ATV FT 
> 6. COLOR OR RACE |7. maRRIED ZJATEVER MARRIED [] | 8. DATE OF BIRTH LAGE (In yeors [IF UNDER 3 YEAR] IF UNDER 24 HRS 
® Igst birthday) [Months] Doys | Hours Min. 
= widowed [] Divorced [] 
a 


10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTR 
during mast of working life. even if retited 


A 
13. FATHER'S NAME 
= ep tC), | DY: 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. ¥ 


{Yes, no. oF unipown| (UF yes, give wor or doles of service} 
& 
| AZ-GLZaPELMA 
18. CAUSE OF DEATH [Enter only one couse per line far (a), (b). and {c).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


# of DUE TO 


Conditions, if any, which " 
epee sae Y— - 
gove rise to immediate ( 


couse (a), stoling the under- 
lying couse lost. ¢) 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I()|19. WAS AUTOPSY 
PERFORMED? 
ves] No ca 
20a. ACCIDENT WAS UNDERLYING []_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City or tawn) (County) (Store) 
hice coal While Not while factary, street, office bldg., et 
p.m. 19 {ot wark [] ot work [7] ’ 


21. | certify that | attended the deceased from__// 5 3 Want 2L A ZASFAY.___shot | lost sow the deceosed 


alive oni sea SO 19. __. er and that death accurred at ZA. M, fram the causes and on the date stated above. 
ADORESS (Street, city ar town, state) DATE SIGNED 


SOREN are Ment Vie ka ee 


PHYSICIAN'S. p 
NAME (Type), Ad, fxs — ID Be = JE VY AGEN DO- SC eee AUS en 


BURIAL, CREMATION, aie DATE THEREOF IAME OF CEMETERY OR sa Bg. LOCATION (City. tawpepr county) (Stota) 
Ra aN (Specify) i 4 
LPL OL } L D 


i aa ADDRESS pia, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Ota bade’ 


AA “dora )I [Asareder, Vos MAR 4 '59 Onktun £ Fas 


ve 


the registror prior ta buriol, cremation, or removal, and in ony event within 72 hours ofter dj 


32. Boe WHAT COUNTRY? 


RYLAND 


14, MOTHER'S MAIDEN NAME 


icion on: 


INTERVAL BETWEEN 
ONSET AND DEATH —— 


LO Fina teg 


s that the death certificote be executed within 24 haurs after deoth: Page 4 


tificate has been signed by the ottending phys 


is cer 


Zz 
& 
< 
a 
3 
& 
& 
& 
5 
iy 
ie 
So 
i] 
= 


fer thi 
ed for use os the burial-tronsit permit. Then pleose remove corbon 


may be retained by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The tow requi 
h 
rr 
poge 3 should be d 


TO FUNERAL DIRECT 


5 (4) 
0/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0472 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1ie0) 


1717 Reg. Dist. No. 
ol 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence belare admission) 


a. STATE » © b. COUNTY 
Maryland Carroll 
c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 


h rage OF DEATH 
a. COUNTY 

Carroll MARYLAND 

B. CITY OR TOWN (i outside corporate limits, wile RURAL c LENGTH OF STAY IN 1b 


‘ond give nearest tev 


Mt, Airy Life Mt. Airy 
@. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) dy STREET ADDRESS, @. 1S RESIDENCE 
vi . * ON A FARM? 
‘ Twin Arch Rd. ves) NOK) 
a = a. rl —— es 
z . NAME OF Fira Middle tot 4 pare Manth Day Year 
ie {ype or print) CHESTER __ Ae DOTSON _ cam Feb. 25 1959 
C3 6. COLOR OR RACE |7. MARRIEO []] NEVER MARRIEO f{J| 8. DATE OF BIRTH PeAOS Cee ANODPEEOYRAR Et UNDE HRS 
‘4 jon : 
5 male nolored |wicowe ovorcto | S=31=1922=? 36° pe (PAN er | over per 
Ee 100. USUAL OCCUPATIO! af wark dane|10b. KINO OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Ry during most of working lite, even if retired) 
$( laborer general Maryland Use 4 
5 Nae 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= Edward Dotson Effie Brown 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT Address La 
IYes, no, 7 unknown) {it yes, give war or dates of service) e 
no [ LA 32=h41 ivelyn Cromwell, _ 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), and (c).) ¢ IRTERYAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: 


- IMMEDIATE CAUSE (a) ws & Certicens Aree ES 
4.20% 1 UE TO 


Conditions, if ony, which (b) 
gove rise fo imme coure << r =e 
{o), slating the underlying( PVE TO 
he couse lost. (e). = ==y 
oe 3 PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DCATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}/19. WAS. AUTOPSY — 
& ee PERFORMED? 
& 6] ra ysQ no 
i = 20a. EXTERNAL CAUSE WAS. '20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port § or Pert $1 of item 18.) 
a PRIMARY (J or CONTRIBUTING (J 
4 iS | CAUSE OF DEATH. 
¥ bs . = —— 
° 3S [20c. TIME OF INJURY — Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20F. (City or tawn) (County) (State) 
= 8 Hour g. m. While ‘Napswhile foctary, street, office bldg., etc.) | 
2 Ss p.m. ot work [[] at wark y 
¥ 


21. (certify that | took charge of the remains described above, held an Autopsy [], Inspection ig Inquiry Bq, and in my 
opinion degty resulted from: Natural couses Accident [], Suicide J, Homicide (J, Undetermined manner [] 


: Poge 3 shoutd be used os o buriol-transit permit. File pages 1 ond 2 with the Stole Boord' 


d to the Chief Medicol Examiner's Office along with farm PM3. Page 5 moy be retoined for your files. 
or its designated ogent. prior to burial, cremation, or removal, and in any even! 


ow 
fe mp, CHIEF MEDICAL EXAMINER [] gs ASL Ned 
SE 0. 
74 ASSISTANT MEDICAL EXAMINER 
ap a eg 6 DEPUTY MEDICAL EXAMINE! 3 af_fs * 
25 pak J.) JUAR SS = es / 
2 £ Ta. aay pee Te DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 7d. U u (State) _ 
Are specify 
*o L ( 2=5=1959 Mt. Zion Carroll Co.,Maryland 
- ; 
29. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Zhao. REC'O BY REGISTRAR ‘2ab. REGISTRARS SIGNATURE 
VS. AISME i = . 2 er 
BA : - Waltz, Winfield, Md. ae FER 5 Onthua £ Frasaa 


ca 


1 eee 21 ise 2 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 mn 1 29 1 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH \ ~ 
STATE Reg. Dist. No. 
HEALTH DEPT. 1, PLACE OF DEATH 5 rs 2. USUAL RESIDENCE (Where deceased lived) If institutian: Residence before 
> fs ; i oe Ralawaie 0. STA Le ih. COUNTY LL 2 C0 
= b. CY OR a a vote Bly, wile BUR ©. LENGTH OF STAY IN Tb || ¢. CITY OR TOWN (Ifoutside a, ple limits, write RURAL ond gisp nearest town 
cbc bel) 2- ctl, feucak 
a d. NAME OF HOSPITAL OR INSTITUTION. (ag ‘hosprial give streel add) f ‘STREET AODRESS me is s RESIDENCE 
oe si nea 
8 3. NAME OF : First Middle 4. Date oni Doy Yeor 
G1 Pen Bf Ay“ DuLAVEY| tm Fog 2 wb 7 
5. SEX 6. COLOR OR RACE |7. MARRIED NEVER MARRIED Oo 8. DATE OF BIRTH 9. AGE tin yoor, IE UNDER YEAR| IF UNDER 2 24 HRS. 
Ns U Ut { Ww aaaee pivorceo [1] r Whee eg ae aia eran |ker Pe 
ind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | If, as Mae or foreign country’ 12. CITIZEN OF WHAT COUNTRY? 


100. USUAL PAS Ml 


during most,of wprking lite, gven it retired) 


an a hs bain tv a 4 UWS Ae a 


3. aes YAME 14, MOT = es ME = , 


V4 
J ak tke 
15. WAS DECEASED EVER IN U Bide ARMED Ice! =| 16. U0 SECURITY NO. [17. lai Addren. 
JYes, no, @F unknown) Vox 1 oF deter; wien) OS, 4 Woe the oblong J 
10. CAUSE OF DEATH 2 ‘only one couse per i for (0), = ond (c).] wy INTERVAL Mtr 
PART I. DEATH WAS CAUSED BY: Wen 9. lize: f 
IMMEDIATE CAUSE (eo) Hae | 5p Kook = — 


g i 6 DUE To 


Candiliens, if as which b 
bh (bo). 

to immediote cause 
(e), 9 the underlying( DUE TO 
coure fost, (©). 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(¢)/19. pes AUTOPSY 
d eisnahithd AS Rik nt Dig KFORMED? 


Faakiees CASE AS | ee ia HOW INJURY RE Lew nature of injury in Port | ar Part 1 ol item 18.) > 
SE EATH. 

6 

8 

= 


Fite pages 1 and 2 with the State Board 


or its designated agent, prior to burial, cremation, ar removal, and in ony event within 72 hours 


em 18. Give Pages 1, 2, and 3 ta the funeral director. 


Qc. TIME OF INJURY Month, Dy, Yeor ue ache INJURY a 20e. PLACE OF INJURY (Home, farm, 120f. (City or town) {County} (Stote) 
i : While Nok ohtla foctary street, office bidg., etc.) | in ; 


SS p.m. 2-9 WF [or work [J ot work HX] 2 ' Mees Ze 
21. I cestify that | took chorge of the remoins described obove, held on Autapsy (J. Inspection{gf Inquiry KX and in my 
opinian deoth resulted from: Notural couses [-]. Accident [J], Suicide i. Homicide [[], Undetermined manner [] 


d to the Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained for your files. 


: Page 3 should be wsed os a burial-transit permit. 


e. writing the word “pending” in pencil i 


YO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If ony delay is necessory. please 


wv 

aw ACTUAL ey (ee ) DATE SIGNED 
55 5 SIONAT ‘ ip, CHIEF MEDICAL EXAMINER [7] 
es 2 e Y ASSISTANT MEDICAL EXAMINER [] PF He 7 i 4 
72S NAME (Type) toy ES Y, Hag Ss am DEPUTY MEDICAL EXAMINER TS be 
23 AHIY & St —t_— 
326 Zio. BURIAL, CREMATION, | 22. DATE THEREOF Ae/2 CEMETERY ORCREMATORY ily, town, oF county) (Store) 
een REMOVAL Breci -2- eee 
Sais 2 ‘4 wie A 

23. POTGRAL DIRECTOR'S SIG ‘ADDRES: Bdo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS, ASME : p , 


Cites £ Haan 


sm7s7 th (EZ. oaffAR 2 99 


1 


FOR STATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4722 


Reg. Dist. No. 


749 


err a EXAMINER’S CERTIFICATE OF DEATH 


HEALTH DEPT. 


during most of even if retired) 


ing ti 
——— 


13. FA) 


LO 


BRS a ea 


iW, Up <2 f, £7. or fore In country) 


1. we OF DEATH 2. USUAL RESIDENCE (Where dgceosed lived. If institution: Residence before 
a a. COU 
2 8. Z ve bi] anviage: || OSIATE b, COUNTY & 
a” b. CITY OR TORT it « ueNGTH OF STAY IN 1b, R TOWN Hf outside conpprote lips, write RURAL ond give neorest town) 
= and give neaigil town), 
5 2 we 4 
2 COTES ~ Ei 
3 = d i ve str ICE 
HY 8 oo . NAME @F HOSPITAL STITUTION (If nat in hospital, give street oddress) REET ADDRESS: e earagt 
2eBe aa ZZ y ves] NoMT 
seEns 3. NAME OF i Middle 4. DA “7 
& = 3 DECEASED. rst idle. Lost pat Mogth Doy Yeor 
mei eas ere OP” {7 ard E LIME sea bag /3 9.5% 
6 Pe 3 5. SEX 6. COLOR OR RACE |7. Wa > 1 Never MARRIED Sf . DATE OF “zn % a ae R IT 
e = sy icf 
as AH) wipowep [1] Divorced [} IFL Oo om. 
_ — ef —, 
Un 0a, USUAL OCCUPATION (Give kind of wark done) 10b. KIND OF BUSINESS OR INDUST 2. CITIZEN OF WHAT COUNTRY? 
a8 
fae 
3 


V4. MOTHERS JAAIDEN NAME 


~ WAS DECEASED he, Vlomen, IN U.S. ARMED FORCES? 
Yes, #0, oF unknown) | [lt yes, give wor or doles of eer 


Lhe 


jin 24 haurs after death. 


16. ae SECURITY NO. | 17. INE 


18. CAUSE OF DEATH [Enter only ane couse per line for 7 os ‘ond (c).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


INTERVAL BETWEEN, 
ONSET ANO DEATH 


_| imeem - 


traction a ne 


in Item 18. Give Pages 1, 2, ond 3 ta the funeral director. 


"s Office along with farm PM3. Page 5 may be retained for 


YIGox DUE TO 
Genditignsy ttengs which Ah 

gove rise to immedi = 
PUE TO 


couse 
(0), stating the underlying 


miner 


FE Dez 
Beers 
tebe! 
£3028 
= a 
oe ioe 
CO, eg couse last. ©. = 
ae sous coe 
tegs ie PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
BESes ro) wo No f 
ST = sacar 3 
=: Se 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Ent f 
He 9 o 4 & priiary Cat EShSereutine O {Enter nature of injury in Port § or Port Ii of item 18.) 
_Ssae & | Cause OF DEATH. 
ee eS 
5 ofet 3 [ec. Time OF INIURY Month, Day, Yeor 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, ce 1204. (City or town) (County) {Stote) 
e=2u5e 8 Hour 9. m. While Wat white foctory, alreet, office bldg., etc.) | 
Zeros 3 p.m. w ot work [] at work ' 
2c2$2 5 
25 oft 21. I certify that | took chorge of the remoins described obove, held on Autopsy 0. Inspection XQ. Inquiry imi ond in my 
Se Ee opinion deopFesulted from: Noturat causes Accident [[]. Suicide [1], Homicide [7], Undetermined monner [] 
Fa A 
<s 
VEzuy ACTUAL i Wabi a) DATE SIGNED 
tao Shi CHIEF MEDICAL EXAMINER 
SnsEs SIGNA) A a is M.D. Qo 
Sip death ) ASSISTANT MEDICAL EXAMINER [] 
<5 ot] [ex 
Eoees NaM ames (. ree PRs # DEPUTY MEDICAL EXAMINER FST” 13/0 sf 
= mM Me 21 = 
22 ES 2 220. BURIAL, CREMATIE ‘7b. DATE THEREOF 22c. NAME OF CEMETERY/OR CRENrATORY Fd. LOFATION (Gg ity. 10 ~— (State) 
Picts Z LZ- oy : KZ er7O 
9°98 we [7 YD, Gor 
a ae 9 73. FUME BA ON fOR'S SIGHIATURE 240. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS. RN ‘ i D 
5M 1/37 Nw GLAD eZ. [oa EB 2 4 '59 their oh Poa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 172° 
1 CERTIFICATE OF DEATH i 1263 


Reg. Dist. No. 


wt 


«< 
ae 1S PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission} 

2 °. a. b. COUNTY /} 

a / yy Wea a 

\ / |b. CITY OR TOWN (IF oulside corporate limils, write | ¢. ¢. CITY OR TOWN (If aulside corporate limits. write RURAL ond give neorest town) 
tg . RURAL ond give neorest toxi0) e 
AAA LX 4 ——I x A Ad ny 

2 d. NAME OF HOSPITAL (IF not 5 roipiiek 3 street address) ( , d. STREET ADDRESS. e. 1S RESIDENCE 

ig fa. a OR INSTITUTION / ONA NO RT 
7 5 

2 [WA Ld MAIN ST ves [] No 

5 3. NAME OF First Middle lost 4. DATE 

ot " p = A aa; 

3 . (Type or print} PD CRE/ LIBE. 5 Z / W va DEATH 

§ 

2 


5. SEX 6. COLOR ORRACE [7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH ac 
4 Ww widowed BF —_—bivorceo [J es 20~ Y- 4 ? 
Wa. USUAL OCCUPATION Ue kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY 411. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
¢ Odd & 
Ai hf TREK O Us t 


that the death certificate be executed within 24 haurs ofter death: Poge 4 


ed by the ottending physician and completely filled in by the funeral director, 


Fi 
ee 
g = during mast of yoda) life, even if retired) 
2 ip 
cu 
85 1 14. MOTHER'S MAIDEN NAME 
ae : 2 LE 
ge B, fe) ALEN \WY jh 
33 DECEASED EVER INU. S. ARMED FORCES? [16, SOCIAL SECURITY NO. ‘Address Ws 
& gt of dotes of service) 
aS Paar LE tALDRIPGCE 
Z= 18. CAUSE OF DEATH [Enter only one couse per line for = (b). ond (¢). INTERVAL BETWEEN 
ay PART |. DEATH WAS CAUSED BY: SSeS ARDC 
§< IMMEDIATE CAUSE ion _Cadtiaso 
= 3 4h Me DUE TO 
2 Feta Conditions, if ony, which {b) 
3 Eo gove rise to immediote 
ee te couse (o}, stating the under. ( OVE TO 
£ g° =? lying cause Jost. {c) 
2es 
yee oo ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAt DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
LRof5 is 
eae 8 (o) 3 ves] noO 
Fo uss & [20a. ACCIDENT WAS UNDERLYING (1) [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il of item 18.) 
Zeger & ]OR CONTRIBUTING CD) CAUSE OF DEATH 
Zeses & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zstss & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, Ea 1 20F. (City oF town) (County) (Stote) 
Soi ee a Hour a.m. While Nat while foctory, street, office bldg., etc.) 
zsE25 ee p.m. 19 Jot work [J] ot work [J ‘ 
OE585 eae 
<i ge 3s 21. I certify that | attended the deceased fram.____: f- £3 .-., 987%, to £27 2 WS ithat | last saw the deceased 
o2<22 = 
2 oy, 3 alive an_____. eS! 5 a er . and that death accurred at_ Sof, fram the causes and an the date stated abave. 
E * ¥ 2 DATE SIGNED 
Con clade ACTUAL Cae, d 
wpe £5 SIGNATURE - fy 52 MD. LA, fat Pee) 
£aza f/ rt 
Zoa8s PHYSICIAN'S ii HA. A f h ee! 
Zez22 I NAME (Type) Es egg Lh AIbh AIA ry Gad | 
Fa 3g 3 oS 2 Ro. Wore se 2b. DATE THEREOF Z2c4NGME OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, town, or caunty) z {Stote) 
2D ot ‘At (Spec; j em 
ofoee DEER PARA EM: DEER PALK b 
pits f }} 24a. nee f° scone 2db. REGISTRAR'S SIGNATURE 
VS ANS (4) 3 Chih Kia 
Lid a fa +7. fa OLE A 4 OATE 4 a 


15M 10/57 ‘ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours ofter death: Page 4 


¢ hospital or attending physician. 
ached for use os the buriol-tronsit permit. 


the registror priar to buriot, cremation, or remavol, ond in ony event wi 


4 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a1 9 4 
i 17212 CERTIFICATE OF DEATH 


couse (0), stoting the under: 
lying couse fost. 


{c) 


Pu Paar Il. OTHER SI os SercElos: 3 Ci RIBUTING TO DEATH a NOT REE ono oor DISEASE CONDITION GIVEN IN PART }(0) | 19. pee dicta ou Ns 
mona OO GX, 
S Bas ocawith cerebral arteriosclerosis with psychotic reaction. yes] NO 


20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING E) CAUSE OF DEATH 
(UF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour 0. m. While Not while foctory, street, office bidg.. etc.) ! 
p.m. 19 jot work (J ot work [] 


' 
21. | certify that 1 attended the deceased fram AUgUSt 21, 19 t, to. February 1751927 that I last saw the deceased 


es 


MEDICAL CERTIFICATION 


ae Reg. Dist. No. 
= 3 On Vis Rackio€ DEATH 2 usuaL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
é °. o. b. COUNTY 
aN j Carroll MARYLAND Maryland Balto.City y 
sy b, ciok rem (if ae oor limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
e ‘ond give nearest town! 7 F 
» Sykesville lyr.Smos.26days «916 N. Duncan Street 3va)-Yy 
2s j d Bie ld {If nol in hospitol, give street oddress) d. STREET ADDRESS e pee 
aes ale Springfield State Hospital Baltimore 2h, Yes] NOX] 
ey 
= 6 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
23 (Type or print) Nicholas John Ellinghaus Stam =. February Tt, ygt-5e 
> 5. SEX 6. COLOR OR RACE |7. marRicD [[] NEVER MARRIED [7] |B. DATE OF BIRTH 9. ollie IF UNDER 24 HRS. 
3 birtheey " 
3 Fs Male White Vives pivorceo [] July 31, 1876 g me Months| Days | Hours] Min. 
& a. 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
sot during most of working life, even if retired) 
2 g— Stemfitter ns Maryland , Baltimore U.S.A. 
° > 1 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
c = 
oN Nicholas E, Ellinghaus: Elizabeth Lord 
= : 2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
a & Yes, no. oF unknown), Itt yes, give wor or dotes of service) 
Son No - = Springfield Hospital Records 
3 gs 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).) INTERVAL BETWEEN 
26 PART I. DEATH WAS CA\ Y: 
oe WAS Chusp ey. Arteriosclerotic heart disease. arse 
4 42.0.0 DUE TO 
5 Condilions, if ony, which (bt 
a gove rise to immediote 
c DUE TO. 
2 
e 
3 
3 
ie 
2 
3 
Ps 
3 
< 
we 


alive on. Mebruary..16,..... 1 ----, and that death accurred ot OREM, fram the causes and an the date stated abave, 

we 7 ,° & 20. tT 250 Aaporess (Street, city or town, state) DATE SIGNED. 
3 #3 | SGNATUR idemndincencce 

HOG PHYSICIAN'S: 

s z 2 NAME (Type) Edmund Lusthaus, M.D. “y 

23° 72o. BURIAL, CREMATION, | 22b. DATE THEREDF ic. NAME OF CEMETERY OR CREMATORY ‘72d, LOCATION (City. town, or county) (Stote) 

Arad Gere 2 20/59 Holy Redeemer Cem, Baltimore, Ma. 

E58 1 a 

° 
2 DIR "3 $ ‘TURE AgpRESS 2d. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

ean Seu tiiu Ste FUnSral Home, “tne. pie ; 
tee ias 2001~3-5 E adiso St. cate FEB 1 8 59 uf 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1725 


Reg. Dist. No. 


1722 CERTIFICATE OF DEATH 


1. PLACE Of DEATH USUAL RESIDENCE (Where deceased liv: 


af 
ee Carroll masviano |] A Morydand » COUNTBaltdimore City 30 
b. cr OF TOWN ius oe Bree ge limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest tawn) Vv 
sykesvilte anths. days Baltimore 6, 


d. STREET ADDRESS 


gove rise to immediote 
couse (0), stoting the ynder- 
lying couse lost. 


baa Tiavsit ony. owhieh | w__ Generalized arteriosclerosis, 
DUE TO 


{ec 
Paar It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. PERE CHIEEL, 
-B.S.associated with senile brain disease,with psychotic reaction ves) NO 
200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Port Il of ing 18.) 


OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Bab: 4 d. ear TON. (If nat in haspital, give street address) e a 

is ae 

a [5 field State Hospital. 4619 Frankford Ave. Yes C] No OF 

ce 

== 3. NAME OF First Middle tost 4. DATE Manth Doy Yeor 

De DECEASED oF Z i 

a (Type ar. print) Cora Adda Fallon DEATH Dw Bit 1 59 

=e 5. SEX - 6. COLOR OR RACE }7. MARRIED] NEVER MARRIEDIX] | €. DATE OF BIRTH 9. Resin IF UNDER 1 YEAR| IF UNDER 24 HRS. 
uethdoy, Manths| Oo; He in. 

aie Female White wiooweo [] pivorceo] | 12—10=1668 38 Seb hile tela mealh pong 

$s 

ear 10a, USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State of foreign country} 12. CITIZEN OF WHAT COUNTRY? 

€ IN (G ‘ 

88 3 during mast of working life, even if retired) 

Bes Saleswoman Maryland UeSehe 

Pa 8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

£85 : John Fallan Mary Ellen Shill 

Be 

& 8 18. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. }17. INFORMANT Address 

(Ye, pr unknown) (it yes, we dotes of service) 

se RGM | yee ore wer or corm cher 197 Boe 9925, Hospital records. 

= = 

28 18. CAUSE OF DEATH [Enter only one couse per line for (a). (b), ond (c}.] (NTERVAL BETWEEN 

3 

ae PARTI. DEATH Was caustDeY: = Arteriosclerotic Heart Disease are 

YS (pe ee ee 

ee RO1O DUE TO 

“ 4 

5 

3 

2 

& 

€ 

3 

a 

= 

5 

2 

2 

° 


MEDICAL CERTIFICATION 


ed for use as the burial-tronsit permit. 


1 hospital or attending physician. 


5 20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, T20F. (City or town) (County) {State} 
$ Hearne. While. Not white foctory, street, office bldg. 
z p.m. 19 Jat work [J of work [] 
eo 21. | certify that | attended the deceased from_____ L@=4} , 1958_, to_Qel5e 6 1959_,that I last saw the deceased 
* alive on__ 235 = 19.59 _, and that death accurred atta JO _AeM, fram the causes and an the date stated abave. 
* ADDRESS (Street, city or tawn, state) DATE SIGNED 
no, Springfield State Hospitale 2015-59 


the registror prior ta burial, crematian, or removal, and in any event within 7: 


may be retained b 


TO FUNERAL DIRE! 
page 3 should be 


PH 
ie 
REN ee | Nad) LI MLL Pal” PIR 
OTE. li) Lilfe BA BL ws 
ySe BS SIGNATUR Lge plo BCD BY REGISTRAR [724 REGISTRARS SIGNATURE 
Y / 


ai 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 n- Op 
CERTIFICATE OF DEATH a 10 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmissian) 
a. STATE b. COUNTY 


¢. CITY OR roan {If outside corporote limits, write RURAL ond give nearest town) r 


x Taneytown 


1, PLACE OF DEATH 
Mi . COUNTY 


arro 
b. CITY OR TOWN (If outside carporote limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearest lawn) 


Taneytown 30 years 


I director, 
filed with 


2 d. NAME OF HOSPITAL {If nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 

inal 7 OR INSTITUTION, f ON A FARM? 

i YES 

3 &5 1] No Gt - 

o 3. NAI First Middle tost 4. DATE Month Doy Yeor 

- DECEASED» OF 

3 (ype or print) Anna Hilda Feeser bra, Febrvery 13, 1959 

e 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [x | 8. OATE OF BiRTH in ASE temo NF UNDER 1 YEAR| IF UNDER 24 HRS. 
weld ht Y] Days | Hours Min. 

Female White __|wiooweof] __pvorceo tO] |Sept. 25, 1895 63s. 


12. CITIZEN OF WHAT COUNTRY 


10a, USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 
during most af working life, even if relired) 


SIAN: The law requires thot the death certificote be executed within 24 hours afler death. Page 4 


Pi 
= 
ry 
£ 
= 
2 
> 
2 
a 
pad 
Eu 
soft 
va 
oe Housewepk Own home Maryland U.S.A. 
S85 I 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
§s 
9 
8 te Theodore Feeser Mary Emma Harman 
2238 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
a € = (Yes, no, oF unknown) UF yes, give wor or dates of service] 
geht no | re Russel] Feeser, Taneytown, Maryland 
2 SE 18. CAUSE GF DEATH [Enter only ane cause per line far (0). {b), and (c).} « INTERVAL BETWEEN 
=a PART I. DEATH WAS CAUSED BY: > 
ci na re IMMEDIATE CAUSE fo) COFCO Ot itt Lt AApad Al 
££8 Alb QUE TO : 
=e: 
o ¥ = . a y % 
Ee E Conditions, if any, which b AAA D an W.0ee O 4 2 vio 
Bae Cafe lel aetica ne hades(, ORTON SGU) pe U of . rea FF sy ‘ 
g2s8 yay rouse touts {) VaducBare aA Deacon @ 2) wt 
Bese z Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS/AUTOPSY 
Sa5< ol? Fn ee ‘ cr PERFORMED? 
= 3 
£358 Ae Diekives Wu Le, Aa 2s Yes) NO 
Seas 200. ACCIDENT WAS UNDERLYING L]__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Hl of item 18) 
ew & | OR CONTRIBUTING L] CAUSE OF DEATH 
22s © | UF EITHER. NOTIFY MEDICAL EXAMINER) 
Sstss & ]20e. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, Form, 1 20F. {City or town) (Counly) (State) 
= a g 3 6 Hour a.m. 5 White Nol while factory, street, affice bldg... etc.) | 
Pe 25 3 p.m. jot work [[] of work [J ! 
Sess" 21. | certify that | attended the deceased fram.___ (07 eee fi 193.9, tof eb 4 3 Rae ¢ 19.2.9 that 1 last saw the deceased 
ater ‘wk 
z seis, alive an__ss eh. 1 Se a weg, and that death accurred at_2 4 _M, fram the causes and on the date stated abave. 
£ + = es ¥ ADDRESS (Street, city or tqwn, stote) BATE SIGNE:! 
<5 = ACTUAL iS ‘ ‘ di » hi r)) 4 
ages 8 j SIGNATURE__< é Pit 0. APS Aedes hy ol, sen 2a Ngee FY, 13/59 
eaRna 
ao, 36 C oe in { 
23285 Mantis 2-Ambler Thompson, MeD. 49 “rederick 8t., taneytowi, Md. 
FM a ee = 
Fy a S$ % rs 720. BURIAL. Oe ‘2b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, ar county) {State} 
Ze27%o REMOVA| i 
° E9 ge al Feb. 15,1959 | Reformed Cemete Taneytown, Maryland 


field ca ie ta ee ge. une () He ‘ADDRESS 2a. ah REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
teu 10s? C.0.Fuss & Sén dati Taneytown, Marylandosr! EB 1 6 '59 Lithun LAC awa 


1 : ' MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
CERTIFICATE OF DEATH N1727 


A Reg. Dist. No. 
2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
©, COUNTY ¢y eel Naaaviaio ©. STATE Maryland ». COUNTY Montgomery 


b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib. 


Zz sykeseriie™ 2 days 


= d. NAME OF HOSPITAL (If not in hespitel, give street oddress) d. STREET ADDRESS: ; ; e Peed 
/S | sp¥ivePieid State Hospital 13510 Georgia Avenue wet) no 
ee 


1. PLACE OF DEATH 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Silver Spring 


= 
NS 


~ 
° 
o 
o 
e 
g 
é 
5 
= £ 
3 a 
a « 
5 ° 
2 5 3. NAME OF First B aos lost 4. DATE i 1, Yeot 9 
= = 
Ps ie ivparer pri) Inther fenton ete BEATH 1? 
a Fe 
ae ° 5. SEX 6. ROR RACE | 7. 8. DATE OF BIRT! 9. AGE (I 1F UNDER 24 HRS. 
é & % 5 OR RAC MARRIED FX] NEVER MARRIED [7] | 8. D: Bore RTH 4, 1875 bei ne ete cae 
ze é wiboweD [J pivorceo[] | Sele zy- |? yn. 
2 82 100. USUAL OCCUPATION (Give kind of work dene] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
3 ge dur ing life, even if retired) M, end U.S.A 
Heed 4 and Physiotherapist ary Len: oad 
AS 8 3s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 
Space Benton Fete Unknown 
2 8 3 15, WAS DECEASED EVER IN U, S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT Address 
= é Wer. ne er untnewnt (W yeh Gee wor or doles of service] 
& pis NO NonEeRKA Hospital Records 
£ 
3 g = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL Sra EEN 
®, a PART |. DEATH WAS CAUSED BY. 
Cee muwas cuspar Cardiac insufficiency Sdaly! 
= £3 it / 
= = “bh ~ DUE TO 
2 aN =e x Arteriosclerotic cardiovascular disease years 
= 2 Conditions, if ony, which ol. 
3 Eo Qove rise to immediate 
= gr couse {0}, stoting the under. ( DUE TO 
eS : 
De 2 lying couse lost. {c). 
"Sees z 
re 4 o>. P, I, OTHER SIGNIFI \T CONDITIONS CONTRIBUTING TO.DEATH QUT NOT RELATED TO. ERMINAL DISEASE CONDI} IVEN IN PART I(0)|19. WAS AUTOPSY 
b3825 g|/C.B.S. assoc cerevral arteriosclerosis, With paychereactio ates 4 
ey By s yes] NO 
Syed & [200. ACCIDENT WAS UNDERLYING []__ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por! | or Port I! of item 18.) 
« € wae 
CECE Sa & OR CONTRIBUTING LC] CAUSE OF DEATH 
age 6 © [{IF EITHER, NOTIFY MEDICAL EXAMINER) 
= x ri Eee ee 
3 6556 & ]20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Stote} 
S529 g a Hour 6. m, While Not while factory, street, office bldg., etc.) t 
= seers g p.m. ” lot work [1] at work 4 
ets e 
2 Ey 3s 21. | certify $e \pjtended the deceased fram.____.__.--- 2-20- 19. rs] » to. en 22 1922 that ! last saw the deceased 
os é ie olive on_. ? M, fram the causes and on the dote stated above. 
ee a ADDRESS (Street, city or town, stote) DATE SIGNED 
Pe ea 
<a £5 CTUAL 
exveosd 

Oesve 

Eat 

= > . 

<oz85 Nanette __ Edmudn Lusthaus M.D. 

a ae Le ee ee 

aS hike ‘720. BURIAL, CREMATION, | 22. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} {Stote) 

Q s2 a . REMOVAL {Specify} , : 

pa gf Buria Feb 959 edar H emete Prince George's Count Md 

- Lod 


Ba 
2: 


23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 24a. REED AY JEpISTRR? ‘24d, REGISTRAR'S SIGNATURE 
Warner E. Pumph »,Inc., Silver Spring, Md. eee og leit Lf PG 
Lf : 1 a 


ita = 


os 


LTH— ; 
MARYLAND STATE DEPARTMENT he = TH—BALTIMORE, 18 


4 CERTIFICATE OF DEATH N1728 
a f Reg. Dist. No. ‘ : 
4 : 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmision) * 
i o. Col o. b. COUNTY 
3 Carroll pli erg Maryland 
G b. CITY OR TOWN (If outside corporole limils, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
a Taneytown 4 months Taneytown 
+3 d. NAME OF HOSPITAL {If not in hospital, give street oddress} y 9. STREET ADDRESS IS RESIDENCE 
a CD OR INSTITUTION r ON A FARM? 
: At home - W, Baltimore Street W. Baltimore Street Yes MO] 
5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
= DECEASED OF 
z eDrsenreny William George Fogle ee February 21 199 
3 5. SEX 6. COLOR OR RACE |7. MARRIEDSZ] NEVER MARRIED [J | 8. DATE OF BIRTH 9 BeAr IF UNDER 1 YEAR] IF UNDER 24 HRS. 
fost bir' Y! Months Min. 
Male White wiboweD [} pivorceo(] | July 1, 1884 


st 


Wo. USUAL OCCUPATION (Give kind of work done! 1b. KIND OF BUSINESS OR INDUSTRY 


u 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


leath. 


“ae Farmer Own farm Frederick Co., Maryland BSA. 

s = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

5 George W. Fogle Ida S. Dinterman 

3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? ii SOCIAL SECURITY NO. | 17. INFORMANT Address 

& T¥et, no. oF unknown) INF yes, give wor or dates of service) 

g no Mrs, Lilliam Fogle Taneytown, Maryland 
. 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (c)-] 
a 


PART 1. DEATH WAS CAUSED BY: _ j { : 
jo IMMEDIATE CAUSE (0). Cueree hice baal F- ptnuheass Qtcrthrasdt 


= x DUE TO 


Conditions, if ony, which w Corts Moda i Ae Ape han pA 


gove rise to immediote 


Then please remave carbon papers. 


fter this certificate has been signed by the attending physician ond completely filled in by the 


z 
s DUE TO ~» 
a. couse (0), stoting the under. ; 
+ ingecisilost ©. Ny i di hirrALttic A x 
5 5 ‘ant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop | 19. ere 
= = as ’ 2 > ~f 
2 SL Mousan wb, tt. ADC pitas a fcatate, yes] No &}— 
tat EE ] 20. ACCIDENT S_UNDERLYING/T) ‘20b. DESCRIBE Hi INJURY Bccurne . (Enter nature of injury in Port | or Port Il of item 18.) 
& JOR CONTRIBUTING () CAUSE OF DEATH 
FS © | (IF ENHER, NOTIFY MEDICAL EXAMINER) 
= 
3 & |2c. TIME OF INJURY Month, Doy, Yeor 120d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) {Count Stole) 
3] f yh ¢ 
2g Ss Hour o.m. While Not while foctory, street, office bldg., etc.) H 
ks = pm. 19 fot work [7] ot work [J ' 
iJ 
uv 
3 
2 


¢ haspital ar a} 


2). | certify that | attended the deceased fram, vee ee , 192-9 that | last saw the deceased 
alive on. eh 1s LP ae ot a and that death occurred ot 4 32/7 M, fram the causes and an the date stated above. 

« ADDRESS (street, city or town, stote) DATE SIGNED 
ACTUAL 


ai mt tA. 


NaMtived_E. Ambler Thompson, MeDe ss ESR ee ee Oe 


Z2o. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY. 72d, LOCATION (City, town, or county} {Stote) F 
J REMOVAL (Specify) 
} B 4 February 4 k Woodsborr Maryland 


X of Bee eae) @ Ke 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs AIS (4) 2 59 Pie oe ee 
1SM 10/87 is pare FEB 25 18, Fash, 


the registrar prior to burial, crematian, ar remaval, and in ony event wi! 


may be retained by 


TO FUNERAL DIRE 
poge 3 shauld be cel 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 , oy 
CERTIFICATE OF DEATH NL7e9 


ml 


Pe q 4 Reg. Dist. No. 

S S , ta ie ne 2. nyt ee (Where deceosed lived. If institution: Residence before admission) 

ae ‘Ou °. b. COUNTY 

- S Carroll bata boa Maryland Washington 

< rr] b. fut baie (If autside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN [if outside carporote limits, write RURAL ond give nearest town) 

7 th 

3 re an at we} fo 8mos.27days Smithsburg - RFD #2 Ey . f 
3 r £ d. oeaeer a: ie in haspitol, give street oddress} d. STREET ADDRESS eeelesned 

= £4 

coe Springfield State Hospital None ves] NoX} 

5 2 = 
2 £6 3. NAME OF First Middle lost 4. DATE Month Do Yeor 

oh DECEASED OF i : 

& 83 UType or print) Minnie Magnolia Cobb Gibbs Dark February 6, 1959 

<c 

= ae S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] |®. DATE OF BIRTH 9. AGE, (n years If UNDER 1 YEAR] IF UNDER 24 HRS. 
= lost birthdoy! i ae 
nee Female White  |woweope ovorceoQ]) | March 20, 1878 80. eh ee 

2 ¢ ae 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 42. CITIZEN OF WHAT COUNTRY? 
3 3 os during most of working life, even if retired) 

oe Housewife - North Carolina U.S.A. 

s 2 & I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

8 ee Uninown - last name Cobb Martha Walston 

= & 8 3 the WAS DECEASEDEVER IN U.S. eye: pcr se 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 

= Se (Yes, 10, of unknown} (F yes, give wor or dates of service) 4 "5 

8 off No = - Springfield Hospital Records 

° irs 18. CAUSE OF DEATH [Enter anly one couse per line for (0), (6), ond (c).] INTERVAL BETWEEN 

ov £405 

2 52 PART I. DEATH WAS SNeee ion __ Arteriosclerotic heart disease 

5 fe? 4.Ak0.0 DUE TO 

Sy Ses Candifions: any, Shieh is Generalized arteriosclerosis Years 

s BES gove rise to immediote DUE TO 

5) Nees couse (a), stating the under- u 

Perse lying couse last. (¢ 

~2EEes 

x 2 Bio... ra any | gas CORRy PT IG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
See & te Bes beSwEtH sease with psychotic reaction, fees 
gases 5|_Bronchopneumonia O Nom 
Laas = 30a, ACCIDENT WAS UNDERLYING []___]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port W of tiem 18, 

£2 5 

z E226 & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 

Zssss & |20c. TIME OF INJURY Month, Dey, Yeor [20d, INJURY OCCURRED [20e PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
¥ 5.5 0s 3 Hace “BAe, hestiis Hon bitte’ foctory, street, office bldg., ete.) ! 

zs 2 5 Es p.m. 19 lot work [1] ot work (1) H 

= yer 3 5 

g zs Se 21. | certify that | attended the deceased fromMay 99 , 128__, to February 6, 19.59 that | last saw the deceased 
Zz ee 

a = 3 " and that death occurred ot 935A M, fram the causes and an the date stated abave. 
2s ADDRESS (Street, city or town, stote) CATE SIGNED 
E 2 

xpEse _Springfield State Hospital __2/6/59 
O85va fi ough. aes ee. a 
Z3352 muiis(/_sgustin delGamo, N.D./ __Sykesville, Maryland 
Sho > 72a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (Store) 

O53 8° REMOVAL (Specify) r 

zones burial 2-8-59 Riverside Memorial Norfolk Va. 

S (23 a 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


os 
a 
> 


Fred W. Kraiss Hagerstown, Md, parr FEB9 ‘59 Likhuut A 


z 
3G 
& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 Ba 
1 CERTIFICATE OF DEATH M4730) 


* GK 


& Reg. Dist. Ne. 
See fat of 
% 3 = . bape ae ail 2. bial daa (Where deceosed lived, If institution: Residence before odmistion) 
Kj °. °. b. COUNTY 
© 2? / pa Carroll bile Ube) Marya nd C 
. se § rys 
5: 6 eh i are city OR TOWN (IF outside Seah limits, write |e, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) J 
s ond give cegrest own ; 
4 > Bykesvi iis 2 y 10 m 27 Baltimore 13, VO) se 
2 2F 4. NAME OF HOSPITAL (IF nol in hospitel, give sveet odes) d. STREET ADDRESS «#13 RESIDENCE 
o = <_ 
2 oS Springfield State Hospital 2413 E, H ves [NO 
Se x= 
2 £6 3. NAME OF Ficst Middle lost 4. DATE Month Doy Year 
Ue 
& 23 (ype or print) Charles George Goldbeck | d&aTH 2 Ain 19 59 
c = 
ety 6. COLOR OR RACE (7. mapRIED [] NEVER MARRIED EX) | B. OATE OF BIRTH 9. AGE (In yeors [IF UNOER I YEAR[IF UNDER 24 HRS, _ 
eos igs birthday) [Months] Days | Hours | Min. 
ee wiooweo [] bivorceo [) 11-26-93 8 
oy leet: 100, USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 set during most of working life, even if retired) 
2. wed Y carpenter Maryland U.S.A. 
= o 2 ry 3. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
is £5 
Se 
g 2 a i ) William J. Goldbeck Sophie Nissen 
Pa 63 1S. WAS DECEASEDEVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= = 
= a 5 2 (Yes, ne. or unknown) (If yen, gree wor or dates of service) 
8 ots no unkn Springf. State Hospital Records 
3 BBs 1B. CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond ().] INTERVAL BETWEEN 
3 2205 PART I. DEATH WAS CAUSED BY: . 
2 os: aes causcner, Adenocarcinoma of prostate t ‘year pilus 
> £e 4 / 7 7 x DUE TO 
£ Bes Conditions, if ony, which 
= p f by 
3 ; 5 gove cise to immediote( s 
= 8c couse (0), stoting the under. 
5 under. 
c g 3 4 2 dying couse lost. fe 
38 $ 5 u ra Pag Il. OJHER SIGNIFICANT INO} Wess CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19, WAS AUTOPSY 
SESE 2] Involutional psychotic Yeaction eo NG 
eases Pe] 
= o> 3 § = 200. ACCIDENT WAS_ UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 1t of item 1B.) 
geet & ] oR CONTRIBUTING LJ CAUSE OF OFATH 
e825 © | (VF EITHER, NOTIFY MEDICAL EXAMINER) 
= a g 
2eees & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY THome, ra 1208, (City oF tawn) (County) (Stote) 
Ute Cab. 6 Hour 0. m, While Not while PLS ace Pre: ee) 
Fl25e 4 19 Jot work [J] at work i 
ape 6 = p.m. 
Sar as 
eae oe 21. | certify that | attended the deceased from._______ 3m Ae, 166__, 10.2213 __., 1959.that | lost saw the deceased 
edie Se alive on__ 2.2 43 = oe ae cA ao. and that death accurred at5220_ Am, fram the causes and an the date stated abave. 
Ze 2 $5 
E a: & ADDRESS (Street, city or town, stote) DATE SIGNED. 
ce-y “a ACTUAL q Pr Pe 
Bese Sewature “7 ed : wo, Springfield State Hospital ______ 2x59 
Orsara 
a9 425 PHYSICIAN'S 
meses NAME (Type) __. Sykes 2, Maryla 
Fd B2°0 lo. BURIAL, CREMATION, 2b. DATE HEREOF Wc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) 
5.8 ° PPMOVAL (Speci me 
ae FRY 2h,7/4 By hocre Ceuwer crv | Ba irene 
Sue 23, HUNER he A SIGNATURE ‘ADDRESS ‘24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S 4 
v < 1? 19'59 Cian 2 fGask 
Tats) Ny Aalidegbe. S-__|oxfEB 19% : : 


ARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1 Ae 
1 x MARYLAND $ fo) RE, 18 ny734 
1728 CERTIFICATE OF DEATH wee 


couse fo), eae the under- 
obs. 5 Gee ee 


Past il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. wis = AOR 
Cie 7 ee Ae. ty te ne Ss No [] 
200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port F or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 4 
20c. TIME OF INSURY Month, Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY IHome, form, 120. {City or town) (County) {Stote) 
Hootianter: White __. Not white foclory, street, office bidg., ete.) ! 
p.m. 9 Jot work [J ot work ‘ 


21. | certify that | attended the deceased fram, pyitt-..... WE, 10, Ftd 2... 19SZ. that | lost saw the deceased 
alive He 2 gee ae pie ind that death accurred ot 7M, fram the causes and an the date stated abave. 


ie LLL Hhesrl —— ate th auitete,. td 2/7/84 
be eae tel, 


icion, 


ital or attending physi 
MEDICAL CERTIFICATION 


ee 
a a ie 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived, If institution: Residence before, pdmssion) 
; i : 
33M ee / maryiann || ° SAE sind” COUNTY Zz 
‘te BCT OR TOWN [If ouside corporote limits, write], LENGTH OF STAY IN 1b c. CITY OR TOW write RURAL ond give negrpst town) 
!.- nd give neores! town} fp i 
» be, Gas a 
ee T.NAME OF HOSPITAL (If notin hospitol, give sirect oddres) d. STREET AJ } c. 1§ RESIDENCE 
Es 70 ‘OR INSTITUTIO é ON A FARM? 
Sa L yes] No] 
st a 
£65 First "Middle . DATE —_btonth Doy Year 
De D —_ OF f 4 
23 print) CEoRGek MILLA TIE. DEATH S 
> 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] |8. D OF a 9 AGE | In ee [IF UNDER 1 YEAR| 
: jos} birthdoy! 
By A wipowen [Sf DivorceD [] VA yrs. | 
ag 
Ege 10s. USUAL OCCUPATION (Give kind of work done] 10b-KIND OF BUSINESS OR INDUSTRY srl Stole 0 EST country) 
§3e . Rs ps ae i Mapes . CE a 
oieee ae ‘Ves Clte. 
58 1a. FATHER'S, NAME 14. MOTHER'S MAIDEN NAME - 
35 J : y 
9 Gs CG Heke Ottceteg. $ 4-5 fgetrecke 
2 5/ WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT U7, fi 
a ie coe & desl service) 
ee VY |" Va Willard Hho etd) Hd 
fg 
23 18.” CAUSE OF DEATH [Enter only one couse per fine for, (0), (B. ond (€)] INTERVAL BETWEEN 
e EATH 
2a PART |, DEATH WAS CAUSED BY: =. 
og i IMMEDIATE CAUSE fo) ane O ‘a eas slide rhe a 
2o ) i 
=e DUE TO ~ “7 a: Seer 7 wl Cane ok aye 
2 Conditions, if ony, which £ nde ae y xz 
% gove rise to immediote (oer c SET ia G c te 1 
3 DUE TO age 
5 
< 
3 
2 
3 
2 
2 
° 
2 
¢ 
Fy 
8 
* 
2 
3 
< 


hed for use os the burial-transit permit. 


a 


page 3 should be Geruc 


PHYSICIAN'S 
NAME (Type) 


the registror prior to buriol, cremotian, or remavol, and in ony event within 72 hour 


moy be retained bygshe hospi 


720. BURIAL. CREMATION, | 22b. DATE THEREOF ‘22c_ NAME OF CEMETERY See CREMATORY 22d. LOCATION ( 
ee: OVAL Speci) Sey 5 2, TF 
[at 2P z Lo Zk 


23) ERAL =) CTOR’ Of ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS) Codes) 2 a, , ae Fee 9 ‘59 Coithun £ Kak 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs ofter death: Poge 4 


TO FUNERAL DIREC’ 


15M 10/57 bi DATE 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


— 


hospital ar attending physician. 
: After this certificate has been signed by the attending physician ond completely filled in by the funeral directar, 


may be retained by 1 


TO FUNERAL DIRE! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1729 CERTIFICATE OF DEATH N{ 732 


=" 


Reg. Dist. No. 


ith 
va 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence befare odmission) 
@. COUNTY 0. STATE b. COUNTY 


3% 
mod 
& Carroll tlds Maryland 
b. CITY OR TOWN [If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate fimits, write RURAL ond give nearest town) Hi 
RURAL and give neorest town) eee ¥ 
Henryton, Maryland 560 days Baltimore, Maryland ~ V Vand 
=z d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS @. 15 RESIDENCE 
i ao OR INSTITUTION ON A FARM? 
a Henryton State Hospita 90] Windsor Avenue es Clavell 
5 3 DECEASED First : Middle Lost 4 ae Manth Doy Yeor 
3 ye= oripdat) i Fannie Hamm DEATH ~=—Ss February 19 
e 5. SEX 6. COLOR OR RACE |7. MARRIED EJ NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a lost birthday) [Months] Doys | Hours| Min. 
“ Female | Negro wiooweof]__—oivorceo() |October 18, 190 PS ll 
oe 100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
ge during most af working life, even if retired) 
> None Danville, Virginia S 
Bs 1 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 
ace Elexander Miller Unknown 
@ 3 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
é 2 (Yes, 0, oF unknown), {if yer, give war or dotes of service) 
as No Unknown annie Hamm - Patien 
3 2 18. CAUSE OF DEATH [Enter only one cause per line far (a). {b}, and (c).} INTERVAL BETWEEN. 
ay PART I. DEATH WAS CAUSED 8Y: See AND PEAT 
ce ar - OFATIMMEDIATE CAUSE (o)_ Cerebro-vascular accident 
=f pow | x DUE TO 
Pas Conditions, if ony, which »__Arteriosclerosis 
Eo gave rise 10 immediate 
gc coute {o), stating the ynder: ( OVE TO —" @ 
=P fying couse fast. )__ Minimal pulmonary tuberculosis 
5 be 6 ra Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa} | 19. Waronteore 
= 9 { - ae JS 
ig | OO2X ves(] no 
F y 
Be = 200. ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part I af item 18.) 
eS & [OR CONTRIBUTING G CAUSE OF DEATH 
£6 G [CF EITHER, NOTIFY MEDICAL EXAMINER} 
3s Ad 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) {State} 
es a Hour a.m. While Not while factory, stree!, office bldg., etc.) ! 
Ss 5 g p.m. w jot work ("J ot work [J] 1 
53 
3s 
Pa 
5 
3 


° 4 4. Op ADDRESS (Street, city or town, stote} DATE StGNED 
3B SeNATUR Mawr larns MO, Honzyton, Maryland 2-559 
2 
By Kintives E. HM. Maculans, M, D., Su ...denriton State Hospital 
R e Re. BURIAL CREMATION, 7b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (tote) 

i , ec ~ / - i 
a2 Re 9/6¢ | 14 Che, CETT Ai h COUT E — STL. 

23. FUNERAL DIRECTOR'S SIGNATU ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Bass! PridorPH CULUCK ~14/2. EX IRES TIL ThomFEBA1'S9 | Oviher £ Hawa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1730 CERTIFICATE OF DEATH neg Oued 33 


oma 


=) 
=~] 
" : 


— “i 
% e 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitulion: Retidence before odmission) 
£ o coun _ Carroll marvuno || OSM Maryland * CON Garroll Liz: Z 
£ % b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 3 sykenvtiie" 2 mths-270 Boonsboro We ee. v 
Roe *: m = ay 3 ALK 
e 2a — | & QAME.OF HOSPITAL (IF notin hospital, Give tree! addres) d. STREET ADDRESS © 1S RESIDENCE 
= £4 ,£ 
2 3S Upringfield State Hospital. Unknown ve] NOC 
2. 2 
a = 6 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
& a (Type or prin!) Harry Augustus Harmon DEATH 2 a. 1959 
c = 
= a8 S. SEX 6. COLOR OR RACE |7. saRRIED fF] NEVER MARRIED B. DATE OF BI8TH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
= pe Mal White 1. y icf bicthday) [Monthi] Days | Hours] Min. 
2 oe ale wioweo [] pivorceot] | 1~21~7: ys. : 
2) Nee 100. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign couniry) 12. CITIZEN OF WHAT COUNTRY? 
g o a3 during most of working life, even if retired) 
oi Sores Presser in factory Maryland U.S.A. 
a e 3 3 ii FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
g gos Augustus Harmon Marthe Rapp 
3 = 8 2 15. WAS. Reuse sada Les elite oe 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
. a (Yes. no. or unknown) (tt yer, grve wor or dates of service) 
2 gts no 212--01~8756 Hospital records. 
ei ee 
% 28 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 
OS ay PART |. DEATH WAS CAUSED BY: 
te oe ; coms Swerawy,,, Apteriosclerotic Heart Disease years 
= eS, Z , 
B.S ou" Generalized Arteriosclerosi 
= f2> Conditions, if ony, which (o neraLize erLosclerosi.s years 
sy Es gove rise 10 immediote 
eras couse (0), sloting the under. { VETO 
Sea aol lyi lost. 
wie, Cee ying couse (c) 
PE cute byingicetielIGl:, 
38 $ Fy bd ve Past ff. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) |19. WAS AUTOPSY 
ORSES 4 12 4 s PERFORMED? 
a Scar) 4 |&| C.B.S.associlated with cerebral arteriosclerosis with psychotic reaction 
gases é ves] no 
Foe ss = [200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port ll of item 1B.) 
Z28e5 B |r csi Monsy MEGiC SSaMRRA 
Sipe =o. v . 
So5ss & [2c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) State) 
£55 6s g Hebe! Sim! While; Newent foctory, street, office bidg., etc.) ! 
zzEPE 2 p.m. 19 fot work [J of work [J H 
Bets 2) 
g Se me 21. I certi thet attended the: deceareditrom|sae— ce ocemneo= 2- ly eeragM Ome t nae eee ee, , 19.27. that | last saw the deceased 
< os ; 
3 a 3 5 alive on_. Ba | ak -2=M, from the causes and an the date stated abave. 
E « 2 ADORESS (Street, city or town, stote) DATE SIGNED 
rary i ACTUAL 
syeze | [few wo, Springfield State Hospital 201459 
3 5o% ie PHYSICIAN’ 
Kee? NAmitven__Agustin del Cambo M.D, _———_Sykesville,Marylands 
a3 go'o 220. BURIAL, CREMATION, | 226. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 2d. LOLATION (City, town, or county) {Store} 
2 ) gs KEMOVAL (Spefify) 2 o ; yy] , . yi 
ofote LULALLA LOAGASACVEA ALA MMMAIAVALS MEL 
ba tes c R DORESS 4 ‘Qa. REC'D BY REGASTRAR | 24b. REGISTRAR'S SIGNATURE 
15 (4) f 4 “ 
a9) pe fet ton Lf OATEFER A.__'59 Cttan £ Mins. 


Pages I ond 2 sh: 


After this certificate has been signed by the attending physician and completely filled in by the funeral director, 
Then please remave carbon popers. 


ed for use as the burial-transit permit. 


he haspital ar attending physician. 


i. 


page 3 shauld be PM, 
the registror prior ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


may be retained by 
TO FUNERAL DIRE 
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VS AIS (4) 
M 9/55, 


j MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a CERTIFICATE OF DEATH 11734 


Reg. Dist. No. 


1, PLACE OF DEATH 2. Mg et vs (Whege deceased lived. If institution: Besidence before admission) 


©. COUNTY °. b. COUNTY 
ae ArKO MARYLAND | ary, “trols 
b. CITY OR TOWN (IF ouide corporote limits, write |¢, LENGTH OF STAYIN Ib || _c. CITY OR TOWN (iF Ey corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) Whi sored, os ok "Jeu 


ewebaro Feural | 33 po 
d. STREET ADDRESS: 


d. NAME OF HOSPITAL {If nol in hospitol. give streel oddress) 


K 


e, 1S RESIDENCE 


(axe) oR wieis Toa tds | Ree ee Koad, oa aia 


3. NAME OF First 


on Pape ee ick porka//| tn ipnne Be Cee 


5. SEX 6 DEE R RACE | 7. MARRIED [SRNEVER MARRIED [] Ao ‘OF BIRTH 9. AGE (In years [IF,GNDER U YEAR] IF UNDER 24 HRS. 
wiooweo [} oivorceo [] Up, BA LEFF 


tost birthday} 
100. seo A te Mat whe Labi of work done] 10b. KIND OF BUSINESS Of INDUSTRY {11° BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


YU Ss Pez 
PEN NAME, 


Exizarbolh S LL a AS 
Ye tia MSN AR eal 16, SOCIAL SECURITY NO. te INFORMANT 
0 | frome 12, Mabel hated? ye ae Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (a) and {c}.] penite BETWEEN 


PA a eS Oy roweaty Coole $7 007 ge 
Conditions, if ony, which Fs POM LE LIy Z Cer iy & 


Sle 7 Baca Sa 
during gags! af working life, even if retired) 


14, MOTHER'S MAI 
<a 


4aadl DUE TO 


gove rise 10 immediote 
couse (0), stoling the under- Eve TS 
lying couse lost. (a) 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) | 19. lag cent egy 


—_—— 


e ‘i No. 14 
200. ACCIDENT WAS UNDERLYING'L] > 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port I of item 16.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, ERs 20h (City or town) {County} (Stote} 
Hour 9. m. While Not while foctory, street, office bldg. 
p.m: TY jot work Spertork [J —* Uh > an >a — 


21. t certify tha | eg Le. deceased froms_/A # NLS... WIT, to.3 Lb rsate LA. NST. thot | lost saw the deceosed 
olive on_ EA Sere 4 thot deoth occurred as LLLT_M, from the couses ond on the dote stated above. 


Cis ADDRESS 8 (sng ee DATE SIGNED 
AL 4 , 
Sonate 47 z KGa, MD. tA i f< - LOLI. 
ray) peas é 
wih oseh & Bush NO Lf atap ee Mary Lered:... 
[73p-puRAL, {, CREMATION, | 22b, pA Feet ‘OF CEMETERY OR CREMATORY ee LOCATION, (City, town, or county) (Store) 
LFREMONAL, (Specif 
©. hd ! 
Maced Hc nal MLfa Lin, _ LA ONE Do 9 


ee 


MEDICAL CERTIFICATION 


thot the death certificote be executed within 24 hours after death. Poge 4 


jires 


The tow requ 
9 physician. 


After this certificate has been si 


he haspitol or ottendin: 


may be retoined b; 
TO FUNERAL DIRE! 


< 
a 
> 


filed in by the fyneral director, 


id com, 


a 


ed by the attending phys 


ign 


BS 


ician ont 


efi 


TO HOSPITAL OR ATTENDING PHYSICIAN 
i 


2a 
3. 
oS 


ww 


es 1 ond 2 shi 


Pe 


yet 


fers. 


Then pleose remove corbon 


tronsit permit. 


the registrar prior ta buriol, cremation, or removal, ond in ony event within 72 hours ofter d 


hed for use as the buri: 


page 3 should be 


~ 


< 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 aToge 
CERTIFICATE OF DEATH _ ATTOS 


Reg. Dist. No. 


1, PLACE a Mee = ae RESIDENCE (Where deceased lived. If institution: Residence before od: 
a. COUN’ oo. b. COUNTY 2 
MAI 

DE sual RYLAND fect c 

b. or te TOWN (If outside se limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (I Autside carporote limits, write RURAL and gi 
spas nop town} a ao : J > \ 

Ve Dione, f Deter Fhe hid whee 6 ay 

d Wane oF Hosea {IF not in, hospi i d. STREET ADDRESS x ¥ e. Pines 
y FST ADO MESS 
Vi SHOl Se he tdeeeh. kire _| 01 ve 


3 ess idle A Lost 4 ene ont Doy Yeor 
is - 
(Type of print) ae A cAn # OEATH SHEL. 20% ooo 


re f Y DA OF BIRTH . AGE (hi TE UNDER 1 YEAR Pte UNDER 24 HRS. 
. si Fa eS 
once |Z 22, /5 ; ore 


Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND Ze BUSINESS Se INDUSTRY | 11. i E {Stole or foreign = Eat CITIZEN OF WHAE- COUNTRY? 
dusingymos! of working life, even if retired) 7 07 KI 
d VA ae IA os te f 


14. MOTHER'S MAIDEN NAME 


a Lmd bile, tos & a Zz 
1g, WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO, ar aS Pr 
Yes. no. oF eee NE ies: Laie oe p, 
LLea feo ( bflbre v4 
18. CAUSE OF DEATH er only one cause per line for (0), (O), ond (Ch] “Tena BETWEEN 
= ; 
PART I. DEATH WAS CAUSED 8Y: Mr tans COE ee ceea 
- IMMEDIATE CAUSE (0 gaeler Deeeee 
4 ' DUE TO 


“4 
9g 
q 
I 
es 
= 
& 
a 
te) 
= 
= 
6 
& 
= 


Conditions, if any, which rm 


Fe toe 
2 pea 2 xe ST 
gove rise to immediate = f = 
catse (0). stoting the under. ( OVE TO (ili iaes is 2 pee a of 
lying couse fost, pen oy 


{c). d 
Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO TME TERMINAL DISEASE CONDITION GIVEN 1N PART 1fo} 19. oe AUTOPSY 


RFORMED? 
ies O noo 
2Ca. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY {Home, form, 1 20f, (City or town) {County} {Stote) 
Hour 0. m. While Not ie foctory, sireet, office bldg., etc.) f 
p.m. lat wark [-] at work H 


21. | certify that | attended the deceased oe nh ___, 93F, toe SF ee 1922 that | last saw the deceased 

alive a ee ee BU YO a and that death occurred ota: tS Mm, fram the causes and an the date stated abave. 
ADDRESS (Siree!, city or town, stote) DATE SIGNED 

ACTUAL a, : f é. . wa Lv 

SIGNATURI MO. ee 


PHYSICIAN'S 
NAME (Type| 


22a. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LQGATION ahs town, ar county} (Stote) 
BEMOVALASpecity) “| ae 3 Fy ty PRES he ". : "1 
e, al! LOL. (4b ELTA (Zeiten, V2 


7B q{UNERAY DIRECTOR'S SIGRATURE ae 
widen BAgtia— 5 7zece link 


'240/ CD BY ee 2db. REGISTRAR'S SIGNATURE 
’ Litton o£, Fan 
Caen DATE 59 "EE 


g Finn yk 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N{ 936 


OR STATE 17 ZAEIEEL PHANNDR'S GERTIEICATE OF DEATH ou no 


FOR 
HEALTH DEPT. 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. {f institution: Residence before admistion) 

= 

a) 

cy 


OUNTY 
Carroll marviano || ° STATE = Maryland — >. county Carroll 
b. CITY OR TOWN (il outside corporate limits. write RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote fimits, write RURAL ond give neorest town) 


‘end give nearest town} 
Taneytown f Taneytown 
‘d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitol, give street oddress) g. STREET ADDRESS on : 1S RESIDENCE 


ON A FARM? 
_Maneytown, Maryland _ 


Page 


“ 


d for your 


Nez r yest} xo] 
Firn Middle lost 4. DATE Month Dey ‘Yeoraeae 


(Type or print) Kaiser. OEATH February 3, 195919 19 


J anes. _Henry 
3. SEX 6. COLOR OR RACE |7. MARRIED [JE NEVER MARRIED ["]] 8. DATE OF BIRTH 9. AGE in ywor [IEUNDER 1YEAR] IF UNDER 24 HES. 
ct ag nan 
winoweo [] __oworceo | May 8, 1666 1886 on [on i fig |e 


UAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. _ BIRTHPLACE (Slote or foreign ham 12. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) 
= haere we NEE 


er worker - : 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Rose Abell 


15. WAS DECEASED EVER IN U. S. ARMEO odes 16. SOCIAL SECURITY NO. |17, INFORMANT Addres 


ses, no, oF unknown} {H yas, give wor ot dates of rervice} 
a -163~2-9777Al Mrs. Mertie Kaiser - Taneytown, R. D. 1, Mde 


18. CAUSE OF DEATH [Enter only one cours per line for (0), (b), ond (<).] INTERVAL aetwEtrd 
PART |. DEATH WAS CAUSED BY: 
; / IMMEDIATE CAUSE (0) ____ Myocardial Infarct— ——- 
He. i 
ea ovETO goronary occlusion 
Conditions, if ony, which be} 
Gove rise to immediote couse 
{0}, sloting the underlying( PUE TO 
coute fost. ti: a) k. 2 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. Mae aura’. 
Fete ERFORME! 


YES "al a no] 


If any delay is necessary, please 


, 2. and 3 to the funeral director. 
72 hours after deoth, 


Fite pages 1 and 2 with the State Baar: 


Give Pages 1 


Item, 18. 


"s Office clang with form PM3. Page 5 may be retaine 


“pending” in pencil 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port Il of ilem 18.) 
RIMARY () or CONTRIBUTING 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month. Doy. Yeor [20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) s((Stote) 
Hour o.m. While Not while factory, sireet, office bldg., etc.) { 
pm. 19 of work [J] of work ' 


21. I certify that | taok charge af the remains described above, held an Autopsy fc]. Inspection (J, Inquiry [], and in my 
opinion death resulted fram: Natural couses Bd] causes Natural couses Bd. Accident [], Suicide [], Hamicide [], Undetermined manner [1] 


ena qo, CHIEF MEDICAL EXAMINER [) PATE 
ASSISTANT MEDICAL EXAMINER [7] February 4, 1959 
EXAMINER'S 


NAME (ype) William V. Lovitt Jr., M.D. DEPUTY MEDICAL EXAMINER [7] 


To. BUT PaCREUATON, Mb. DATE THEREOF — Tic, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) ‘(Slote) 
emova. s Rest Haven Cem, Hover, Pa. 


240. REC'D BY REGISTRAR Ale REGISTRAR'S SIGNATURE 


ag LAN: (7A | oreB A 59 | Catt ge 


age 3 shautd be used as o burial-transit per: 
MEDICAL CERTIFICATION 


to the Chief Medical Examiner 


writing the word 


rt 


or its designated agent, prior to burial, crematian, ar removal, and in any event withi 


execule the ceri 
4 should be fore 
TO FUNERAL DIRE’ 
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thot the death certificate be executed within 24 hours ofter death: Page 4 


jires 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requi 


e funeral directar, 
filed with 


Spptetely.filled in by thi 


ined by the attending physicion and coi 


pers. Pages 1 ond 2 sh 


Then please remove carbon 


After this certificote has bee 
iched far use as the burial-transit permit. 


byathe hospital ar attending physicion. 
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poge 3 shauld be %. 


moy be retained 
TO FUNERAL DIRE 


2a 
= 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3 
1734 CERTIFICATE OF DEATH tip mam LtOe 


. PLACE OF DEATH 2. ee (Where deceased lived. If institution: Residence before admission) 


o. COUNTY @. STATE b. COUNTY a 
Carroll Maryland Beibimore 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
RURAL ond give neares! town) i 
Sykesville (Rural) | ly, 8m, 7de Baltimore 


d. NAME ag (If nat in hospital, give street oddress) l d. STREET ADDRESS 


4 eT eld State Hospital 1627 Lancaste 


|. NAME OF First Middie lost 4. DATE Manth 
DECEASED | 4 J OF 
(Type or print) Eva Kowalski Stan February 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (in yeors [IF UNDER VYEAR|IF UNDER 24 HRs. 
lost birthday} int 
Fenale White |wiroweo oworceo | March 5, 1884 ys. 


100. USUAL OCCUPATION (Give kind of wark dane} \0b. KIND OF BUSINESS OR INDUSTRY 1/11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
f ral 
Housewife Maryland UeSabn 


13. FAFHER'S NAME 14. MOTHER'S MAIDEN NAME 


Martin Zborowski Katherine = 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, ne oF unknown) {if yer. give war of dates of service) 4 P 
No = -- Springfield State Hospital Record 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c}-] INTERVAL BETWEEN. 
PART I. DEATH WAS CAUSED BY: ry + 4 4 feankd egy 
ARTY DFATIMMEDIATE CAUSE L_AYberiosclerotic cardio-vascular disease Years 
Hea dal DUE To 


Conditions, if ony, which w Generalized arteriosclerosis Years 
gave rise to immediate 
cause (a), stoting the under (| DUE TO 
lying cause lost. e) 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS AUTOPSY 
Chronic brain syndrome’ associated with cirevlatory disturbance, with | TEPEORMED? 
bral _ arterio erosis, wi ygychotic veactio Yes [] No fe] 
200. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY CURRED. (Enter noture of injury in Port tar Port Il af item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (Cily or town) (County} (State) 
Peutle-6'tn ‘ Not while foctory, street, affice bldg., etc.) ! 
‘of work 4 


MEDICAL CERTIFICATION 


ond that death accurred at Qs1L0. EAM, fram the couses and an the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


SGNATUR mo. _Sovingfield State. Hospital 2/27/59. 


PHYSICIAN’ % : . , 
NAME (type) Rita Glahh D sykesvidle, Maryland 


Zo. TEVA Mb. DAM THEREOF 2c. NAME OF CEMETERY OR~GREMAFORY: 22d. LOCATION (City, town, or county) (Stole) 
OVAL epee Pate ys i 
a 21S 7 Hot. OSARY CEM Ling 750d on Nath Kakte eff 


23. FU \L DIRECTO We ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
= te 
X Cab CUM A ren DATEMIAR 2 ‘59 Cutan S$, Fecasah. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


ad 


N{738 


Reg. Dist. No. 


se = nt 
= a 1. PLACE OF DEATH 2 2. USUAL RESIDENCE (Where doseased lived. If initution: Residence before edmision) V 
a3 0. CO g Aan eLaeiel °. b. COUNTY (> 

DE py oye 4 Tors Uv Aat7 ———w 

3f k i B. CITY OR TOWN (lf outide edrporote limit, write Te. {ENGTH OF STAY IN Tb €. CITY OR TOWN [IF Gnide corporote limits, write RURAL ond give nearest town) 


pnd ge neorest Jown! 7 
JP whith, 20-291 OT et 340 


d, NAME/OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADORESS @. tS RESIDENCE 


~ 


2a OR INSTITUTION. % LB ON A FARM? 
i: pore Leh fi CRY dd } hi & — "ts ves (} No 
pees ; ears Middle tow 4 DATE Month Doy Yeor 
(Type or print) DEATH ie a 7 
wis Gb Ff] o 9 


IF UNDER 1 YEAR] IF UNDER 2 Git HES. 
Months] Days | Hours 


5. SEX 6. ar OR RACE |7. MaRRieD [[] NEVER MARRIED [@ | 8. DATE OF BIRT?” % taro 
lost birthdoy! 
wipowep [J Divorceo [} LPS Ani 


100, USUAL samira ek kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign leconitlyy 


during mostjof working life, even it retired) 
re oy TGR Re fen ov 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


T Bomas REY wie levers 


12. CITIZEN OF WHAT COUNTRY? 


AS. 


fter deoth. 


hysicion and completely filled in by th 


Then please remove carbon papers. Pages | and 2 shi 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT lls 
o (Yes, no. or unknown) {it yes, gre wor of dotes of service) is Tp 
at Jad De Sake Z 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b], ond (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY; he pes aes 
IMMEDIATE CAUSE (0 ar at) oor 


7 6 3 x *o y ‘es eee 
Canditions, if any, which oe a he : 
gove rite ta immediate 
couse (0), stoting the under. ( DUE 10 
lying couse lost. () 


21. | certify that | attended the deceased from.__»F-==--2_-___-. 19.6257 0 
, W238 9__, and that death accurred ats: 


After this certificate has been signed by the attend: 


alive on____ = A 


< 

3° et 

ig FS Part Il. OTHER SIGNIFICANT CONE CONTRIBUTING TO DEATH BUT NOT Ts D TO THE TERMINAL DISEASE CONDITION GIVEN JN PART 1(0}|19. WAS AUTOPSY 

c iS Es Yi ‘ REFORM 

6 3 wot awtth) copebass/ < typo Maver ren ves NO 

2 © | 200. ACCIDENT wal INDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ) or Part Il of item 18.) 

3 & | OR CONTRIBUTING CF) CAUSE OF DEATH 

4 © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

2 = 

6 S |20c. TIME OF INIURY Month, Doy, Year [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, an 1 20F. (City oF town) Count; {(Stote| 
fe ( ) a} 

6. 5 Hour 9. m, While Not while foctory, street, office bldg., etc.) 

or = p.m. wv lot work [J ot work [J H 

& 

3 

£ 

2 


<M, fram the causes and an the date stated abave. 
ADDRESS (Street, city ar town, stote} DATE SIGNED 


NAME (Type] 
To. eo. ‘Wb. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) (Stote) 
“Burt's Feb 18,1959 New Cathedral Cemt Baltimore, Mary and 


23. FUNERAL DIRECTOR'S SIGNATURE DDRESS. Bao, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


John A. Moran 3000 E, *altimore St. oATEFEB 17°59 Chithan 2 Kinah 


the registrar prior to buriol, crematian, ar removal, and in ony event within 72 


page 3 should be%@oched for use os the burial-transit permit. 


moy be retained b 
= TO FUNERAL DIRE 


o (bd 


aK TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 


'S Al 
5M 9: 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


f 30 
CERTIFICATE OF DEATH 173 u 


Q) Reg. Dist. No. 
Ape DEATH 2 by fo baat? (Where deceased lived. If institutian: Residence befare Teeth) 
5 yi b. COUNTY js 
Mi 2 £ eae By a Lee oe Lar eC 


¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
, ry Vv 
X Recs nyra/ 


b. CITY OR TOWN (If outside corporate limits, write |e. LENGTH OF STAY IN Ib 
RURAL and give nearest town) 
Ke AY 37 yu 


e “: 


Zz d. NAME OF HOUSPITAL (If BiG ia hospital, give street address) V pd. STREET ADQRESS 0 tS eee Ge 

La OR INSTITUTION ON 

s ves qi. i oa 
5 3. NAME OF Fiest Middle lost 4. Dare Month Doy Year 

= : = +-’ fH 5 A ! oe, ; 

3 (Type ar print) J - Jo E } LB i L E ft k iy iS DEATH 

oO 

e 


$. SEX 6, COLOR OR RACE |7. p 8. DATE OF BIRTH 9. AGE {In years 
Sas MARRIED BY NEVER MARRIED [J ne yeor 


ca Ld) wioowep (] Divorced [] brik Mees 


10s, USUAL OCCUPATION [Give Kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign county? 12, CITIZEN OF WHAT COUNTRY? 
A ‘ 
Vou? Pa) VEY, Ma 241 ta Me Se 


during most of working life, even if retired) 

‘ 14, MOTHER'S MAIDEN NAME ’ , 

5 ; + 

¢ SA Ere tA Are. A, 

3 17. INFORMANT) ‘Address . 
rs _ Var. 9 Piiade ok nes Fhe aaa a ve, 

< Sa 


18. CRIte OF DEATH [Enter only one cause Par line far (a), (b). ond (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED \ ONSET AND DEATH 


BY: 
IMMEDIATE CAUSE (o! 


Then please remave carbon papers. 


After this certificate has been signed by the attending physician and completely filled in by th 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 


§ LY2n.} 
: ARO. / DUE TO \ “is t 
ge Conditions. if ony, which wt 4 
Eo gove rise to immediote y, 
gs case (a), stoling the under- { CUETO AN 
eee lying cause last. a r 
S85 - 5 Pant fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}] 19. MARS AD TORS 
~ =z9 = 
Ress Ols vs] No] 
oo28 = | 200. ACCIDENT WAS UNDERLYING J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Port Il af item 1B.) 
ct eae & | OR CONTRIBUTING C] CAUSE OF DEATH 
pees & |(F EITHER, NOTIFY MEDICAL EXAMINER) 
> = 
Sess & |20c. TIME OF INJURY Manth, wg Year |20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, farm, 1 20F. (City or tawn) (County) (State) 
6.° oS 3 Hour 0. m. While Not while factory, street, affice bidg., etc.) ! 
3 : $ = jat work [1] at work (] 2 “—s 
che ca 
3 Re 21. | certi em I i,t ii sos pent 19.4, to. Ge for, L195, a at | last sow the deceased 
oo 5 
wes alive — 
Pk : 
2 y 
SGr. ACTUAL Wh 
HSS SIGNATUR y), 
es . 
fape [ se; 
Bags PHYSICIAN’: 
ease NAME (Type) a 
3 Fa . ? ‘22d. LOCATION (City, town, o county) {Stote) , 
b2 Pe 9 4 / We. 
£9 ae Z Ltt ANA 7 ey 
e ADDRESS 24a. REC'D BY REGISTRAR [\f4b. REGISTRAR’S SIGNATURE 
VS AIS (4! ic ae , 2 ee 
Babess Weak rave be j oATEEB 1 8 '59 ic. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
CERTIFICATE OF DEATH 1740 


Reg. Dist. No. 


cg . 
> 1 ih. PN er CeATM 2. ge pau bers (Where deceased lived. If inslitutian: Residence before odmission} 
z ah a. b. COUNTY 
«5 Carroll MARYLAND Maryland Balto,City 
€ 2. b. pelea apes (If autside corporate limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town} oy 
ze ‘ane neares! 2) 
3 . ( vkosvitie 2mos. 27days Baltimore 3 
a 2z mM d. NaN OF HOSPITAL {If nat in hospital, give street oddress} d. STREET ADDRESS ee. NS RES EGE 
s £5 
dees Sp ringtteld State Hospital Unknown ves C] No ( 
3 
eae 5 3. NAME OF First Middle lost 4. DATE Month oy Year 
a nus {Type er print) William Randolph Lee cam February 15, 1959 
= =e 5. SEX 6 COLOR OR RACE |7. MARRIED [J] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (tn yaors IF UNDER 1 YEAR[IF UNDER 24 HRS. 
ota Male White |wirowen pf ovorceoc] | Jume 2, 1872 8 yn. aa ee 
23 
2 € aoe 10. USUAL OCCUPATION (Give kind af wark done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Sale or foreign cauntry} 12, CITIZEN OF WHAT COUNTRY? 
2 8s 3 one — ‘of warking life, even if retired) UeSeA 
: 
o Pace, nknown. a eVerio. 
3S ° 8 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
aoe 
2 § os Unknow Uninown 
2 RB, 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17, INFORMANT Address 
i 
= a E (Yer. ne or unknown) Uf yes, give wor oF dates of service) 
Sunt ; No - - Springfield Hospital Records: bad 
8 ‘o = 1B. CAUSE OF DEATH [Enter anly ane cause per line for {e), (b), ond (c).} INTERVAL BETWEEN 
> 2 ae r H 
2 See PART |. DEATH MasAteenus jo. __Ateriosclerotic heart disease. ears: 
£ ) c r. 
5 fF? JE Me A? DUE TO 
SERS. Canditians, if any, which w___ Generalized arteriosclerosis, Years. 
3 SQUERS. gave rise to immediote 
1E Ger cause (a}, slating the under: ( SUE TO 
go g72P lying cause last. «© 
15 ree itvingucaure laity 
3.23 5 z Pagy Wl. OTHER SIGNIFJ iT CONDITIONS CQNTRIBUTING TO DEA UT NOT TE! eel DISEASE CONDITION GIVEN IN PART ¥(o}/ 19. Nae AUTOPSY 
5 easy ole C.BeSJassocewith Ce Tebrad arteriosclerosis 8 with chotic reaction ERFORMED? 
fut CVs ry 
2ag08 é onchopneumonia LI) NO [F 
= oH eae? = | 200. ACCIDENT WAS UNDERLYING (J ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port tl of item 18.) 
(Pees 3 
247... & | OR CONTRIBUTING (J CAUSE OF DEATH 
< 5 22 oS oo © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Zstss & [20c. TIME OF INJURY Manth, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHame, form, 1 20F. {City ar tawn) (County) (State) 
= Cod 8 8 6 Hour a. m. re while Net ia factary, street, affice bldg.. etc.) ! 
RsEr7E = p.m. lat wort at war H 
= [ee] 
3 BES g 21. | certify that | attended the deceased from November 18, 19.58, toFebruary.15, 1959. that | last saw the deceased 
o4<ss alive perme 12. ) ee and that death accurred at_ ISAM, from the causes and an the date stated above. 
& 2 3 
E a: ADDRESS {Stree!, city or tawn, stote) DATE SIGNED 
E 2 , 
x20 Es see Aparato ALL (420 no .Springfield Hospital _—s§s—is=—Csié2 18/59 
Ocara / — 
='d = L 
£5228 Nae ns) 4 Agustin delCampo, M.D. Sykesville, Marylsnd 
FS a 
a3 on ‘T20, BUR REMATION, | 22b. DATE THEREOF AA LOCATION City, 1 4) Stor 
2 75 a eReMOvAD (Gpecify) ic 4 IY Ballons e ity, lawn, ar caun My (Stote) 
ofoee 4 LL, thw bang 
ee 23, FUNERAL DIRECTOR'S’SIGNATYRE SLELD. Vig} ‘a4. REC'D BY Belton 2A, REGISTRAR'S SIGNATURE 
VS AIS (4) C) o 
waves 4d etd eS: L4; DATE 


anal 


‘al director, 


Poges 1 ond 2 sh: 


Then please remove corbon papers. 


After this certificote has been signed by the ottending physicion and completely filled in by the 


hed for use as the buriol-transit permit. 


© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours after deoth: Page 4 
hospitol or attending physician. 


* 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N47 4 
1738 CERTIFICATE OF DEATH 


Reg. Dist. No. 


8 peer : See ee {Where deceased lived. If institution: Residence before odmission) 
th o. b. COUNTY 
Carroll PEN Maryland Howard 
b. a, vehi ones {lf unis Sy aes limits, write cc. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
TURAL ond give neorest town! 
Sykesville 2yrs.l9days Ellicott City 1 y 
d. Sie ieee ide (If not in hospitol, give street address) d. STREET ADDRESS e 1 ee 
Springfield State Hospital Main Street Yes NO 
3. NAME OF First Clerwatene lost oho Month Yeor 
(Type or print) Clementine Makinson DEATH Le 19 59 
5. SEX 6. COLOR OR RACE | 7. marRieD [] NEVER MARRIED J] | 8 DATE OF BIRTH 9. - ise [IF UNDER V YEAR] 7 UNDER 24 HRS. 
jst birthdey). [Month : 
Female White wioowed [J ovorceo] | November 12, 1873 eats ale ee he 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign me 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Nurse - Maryland U.S.A. 
"" Vi 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
a f, Charles Makinson Agnes: T&aKE Isaacs 
i WAS DECEASEO eve U.S. recounoneese 16. SOCIAL SECURITY NO. |17. INFORMANT Addtess 
ithe oe bene ide 20 e aores of ot 
° - = Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN, 
PART |. DEATH WAS CAUSED 8Y: ON an oean 
IMMEDIATE CAUSE (o)_AYberiosclerotic cardiovascular disease » ears, 


+f ef DUE TO 


esi NC uey Cat, w Generalized arteriosclerosis, severe. earss 


gove rise to immediote 


couse (0), stoting the under. ( CUETO 
lying couse lost. e) 
= Pag tl OTHER SIGNI T CONTRIB TING, TNO AAT q IN GIVEN IN PART 1(0)/19. WAS AUTOPSY 
» [2] C. BS eSBs WHEN SAMS MrT ae hse WH EK BSVEHOEhe LERCELOES (0) PERFORMED? 
ANS vex) no] 
Vv 
& | 200. ACCIDENT WAS UNDERLYING []___ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por | oF Port Il of item 18.) 
& | OR CONTRIBUTING CJ CAUSE OF DEATH 
& | MF EITHER, NOTIFY MEDICAL EXAMINER) 
3 
& ]20c. TIME OF INJURY Month, Doy. Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form. | 204. (City or town) (County) {Stote) 
ra Hour 0. m. While tiohahile foctory, street, office bidg., ser : 
= p.m. lot work (J ot work [J 


21. | certify that 1 attended the deceased from January 17,, 19. 1 chases 19. DF thot ! last saw the deceased 


des aE alive on. February 5, engl 9 Ln a , and that death occurred at¥$ 22 _- M, from the causes and on the date stated abave. 
x= = ‘ ¥ y ADDRESS (Street, city or town, stote) DATE SIGNED 
sea || [Pie Ageecdddee LL! | Aerefld wo Springfield State Hospital 2/6/59. 
sav / e 
$23 mescans /agustin delCampo, MeD. ‘Sykesville, Maryland 
Te Ne RRA anna nena E Ee 
syo Ze. BURIAL, CREMATION, | 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 
>> S REMOVAL (Specify) St 
ae Buria 69 « Johns Ellico y, Md 
ce 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘Zao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Ysa (0 F.C. Higinbothan, Ellicott City,Md oat€EB 9 '59 Cnitan £ Fiat 


- 
3 
2 
z 
5 
8 
vv 
s 
3 
5 
3 
2 
= 
“~ 
£ 
£ 
3 
me) 
3 
5 
3 
8 
g 
3 
8 
2 
2 
°° 
& 
8 
& 
£ 
5 
8 
7U 
’ 
S 
3 
£ 
$ 
‘5 
x 
= 
z 
2 
e 
2 
é 
= 
< 
2 
a 
% 
= 
a 
ry 
= 
co 
z 
5 
< 
[4 
° 
2 
4 
e 
a 
& 
3 
x 
° 
= 


VS AN5 (4) 
SM 10/57 


V 


led in by the fy 


Pages | and 2 sho! 


orban papers. 


urs offer death. 


te has been signed by the attending physician and completely 
Then please remayy 


burial-transit permit. 


rs 
g 
a3 
cs 
3 
rs 
s 
4 
& 
> 
F3 
6 
43 
a) 
e 
5 
. 
$ 
6 
3 
2 
£6 
vec 
2 
go 
ze 
ee 
Ss 
te 
3 
3 
2 
5 
& 
8 
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g 
3 
5 
ea 


e haspital ar attending physician. 


; 


moy be retained by 
page 3 should be 


TO FUNERAL DIRE 


4) 


> 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N47 4 9 
1739 CERTIFICATE OF DEATH bsskae her 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
o. STATE b. COUNTY 


1, PLACE OF DEATH 
co. COUNTY 


Carroll Maryland Carroll 
b, CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest tawn) 
RURAL and give nearest tawn) 
Frizelburg Lifetime ,, Frizelburg 
d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS: e. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
ves [1] Nox) 
2 DECEASED First Middle lost 4 pee Month oy Yeor 
Wed sal Charles s. Marker oraTH “February 12, 1959 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED) NEVER MARRIED Oo 8. DATE OF BIRTH 9. AGE (In yeors }IF UNDER 1 YEAR) IF UNDER 24 HRS. 
lost birthdoy) Min 
Male White widowep [] divorced [] May 15 1868 On. 


12. CITIZEN OF WHAT COUNTRY? 


10a. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired} 


Retired Farmer Own Farm Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Jacob Marker Sarah Warehime 
15. WAS DECEASEDEVER IN U. 5S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yer, no, or unknown) UNF yes, give wor or dotes of rervice} 
no re . Walter Marker, Westminster Maryland R.D. 
18, CAUSE OF DEATH [Enter only ane cause pey y BETWEEN. 


4 
PART |. DEATH WAS CAUSED BY: i B/DEATH 


IMMEDIATE CAUSE (| 
if 4.4 DUE TO 


Conditions, if ony. which ) 


gove rise to immediote t bk 4, 
couse (a), stating the under. ( OVE TO free 
lying cause last. te) 


é Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUIOPSY 
= = 
$ ys] nom 
= |'200. ACCIDENT WAS UNDERLYING []__] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il af item 1B.) 
& | OR CONTRIBUTING L) CAUSE OF DEATH 
© | UF EITHER, NOTIFY MEDICAL EXAMINER} 
& [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
a Hour o.m. While Not whjté, factory, street, office bldg., etc.) ‘ 
= p.m. 19 fat work [1] ot work AT H 
/ ees Ss: ee wk? wont Be, 19.$_¥,,that | lost saw the deceased 
Ex De? | , and thét death occurred also, from the causes and an the dote stoted abave. 
.f7 DDRESS (Street, city o”/town, state) DATE SIGNED 
Zz ] 
PHYSICIAN'S 
NAME (Type)_/ W. Glenn Speigher, Westminster, Md... 
‘70. BURIAL, | ep 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 724. LOCATION (City, tawn, or county} (State) 
REMOVAL (Specify) 
Burda Feb. 16, 1959| Baust Cemete Tyrone, Carroll, Maryland 
23. FUNERAYD! oy eee. 4 ADDRESS: Tha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Me te - oes q t, 
C.0-fiss & Zon Taneytown, Md. oarf EB 1 6 '59 hither &, Kans 


an 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N{7 4 5 
CERTIFICATE OF DEATH ‘ 


Reg. Dist. Ne. 


Ls pont 2. Fey agar (Where deceased lived. If institution: Residence before odmission}, 
. ; 
ms Carroll MARYLAND |) ° Maryland » COUNTY Montgomery 
Hi b. ccs en (lf pare corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} J 
reais nected tone pies 
2 fieia” State Hospital 15 days Silver Spring TSG ck 
=z d. NAME OF HOSPITAL (If nat in hospital. give street oddress) d. STREET ADDRESS. . IS RESIDENCE 
a OR INSTITUTION ON A FARM? 
&4 Sykesville, Maryland 18 Wessex Road ves E] NOI 
g 
°° 3. NAME OF First Middle Lost . Menth Doy Yeor 
- DECEASED OF 
eee (ype or pint) Edward George MARTIN 19 59 
8 5 5. SEX 6. COLOR OR RACE [7. MARRIEDYe] NEVER MARRIED [-] | ©. DATE OF BIRTH %. AGE (In peor 
ont brine ‘ 
I Male White wipowen [] pvorceof] | April 20, 1887 / aS s 


10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND A INESS OR,INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} a By OR Che 
Analyst & SUPERVISOR RESTAURANT EQUIP. New York U.S.A 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
XOUGRHGh CHARLES W, MARTIN JUHROGUEK MINNIE (unknown) 
eon TE Meee oe es 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

No - yes. Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for {a}. (b), ond {c)-} INTERVAL BETWEEN 


ONSET AND DEATH 


Then please remove carban papers. 


and in any event within 72 hours ofter Te 


PART I. DE; Ss. 3 f 

PART: OEATH MeDiat cause (o)__ALberiosclerotic heart disease Years 
L} AO. DUE TO 
Conditions, if ony, which (ol 


gove rise to immediote 
cavie (0), stoting the under. ( OVE TO 
lying couse lost. o 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL Dj Notte reat GIVEN IN PART 1(0)/19. WAS AUTOPSY 
C.B.S.assoc,with cerebral arteriosclerosis with psychotic reactions ep eo 


-transit permit. 


) 
{ 


Bronchopnennonia 


200. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Hour 0. m. 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port tor Port It of item 1B.) 


Year ]20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County} {Stote) 
While Not while foctory, street, office bldg., etc.) R 
lot work [7] of work ‘ 


Day, 


After this certificate has been signed by the attending physician and campletely filled in by the funeral, director, 
MEDICAL CERTIFICATION. 


lached far use as the burial: 


the registrar priar ta burial, crematian, ar remaval, 


may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


> olive on____ February 24,., 12 , and that death occurred at_73.L. 7PM, fram the causes and an the date stated abave. 
a: , , ADDRESS (Street, city or town, stote) DATE SIGNED 
Ba wo, Springfield Hospital. 2/25/59. 
az 

z2 l eyes Agustin delCampo, M.D, Sykesville, Maryland. 

oh 

3 7 ‘Po. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION (City. town, or county} (State) 

5.5 VAL (Specify) 

23 BuRTAL 2/28/59 NION CEMETERY ROCKVILLE , MARYLAND 

2 ‘ADDRESS da, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


a 
= 


FUNERAL DIRECTORS SIGNATURE 
We oy gp es SILVER SPRING, MD, 


OAEEER 2 6 "59 Onttan £ tC 


cry 
= 
2e 
& 
& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
174% CERTIFICATE OF DEATH aaj cul 1984 


and 


Canditions, if ony, which ry 
to immediate 
toting the ynder. ( DUE TO 
lying cause last. te) 
Past Il, OTHER SIGNIFICANT Salis CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) }19. WAS AUTOPSY 
cinoma o: ¥ e prog a PERFORMED? 
BS ASSOC, with cerebral arteriosclerosis with psychotic reaction. yes] soc 


20a. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part I of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour a.m. While Not while factory, street, office bidg., etc.) | 
Pom. 19 fat work (J of work [J i} 


21.1 certify that | attended the deceased from__3/20/, oe , 19.56, Lol 7 (2) a a , 19.29. that | last saw the deceased 


2f3f 12 AOE and thot death occurred ot._1330p.m, from the couses and on the date stated obove. 
bees ADDRESS (Street, city ar town, stole) DATE SIGNED 


:__ Springfield Stete Hospital 2/3/59 


“ ce 
s 33 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution Residence before admission) 
Sy 0. COUNTY Pi NLRC a. STATE b. COUNT! 
5 erroll: Maryland derick 
a) Ww b. CITY OR TOWN {if avtide eB write |e. LENGTH OF STAY IN 1b ©. CITY OR TOWN (IF outside corporote limits, write RURAL and give neares! fawn) 
by ‘and give nearest town! 4 Nf 
e a - 2yr.10mo.13d. 3. 8 
22 4. NAME OF HOSPITAL (fF oot in hospital, give street address) d. STREET ADDRESS #18 RESIDENCE 
£4 —_ 
eo er or Springfield State Hospital Yes [NOC] 
g 5 3. NAME OF First a a) last 4. DATE Month Doy Year 
hae i x 
= Wigs Tt) Emanuel Oy Nagle Ue wal February 19 59 
>~s 5. SEX 6. COLOR OR RACE |7. MARRIEDJE] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE {in yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. _ 
2* i fast birthdoy) {Months] Days | Hours | Min. 
25 bs at White wipoweb [7] DIVORCED [} 6 /TL yrs. 
& 4 We. USUAL OCCUPATION (Give kind af work done/10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
< U IN (G 
g 3 2 during most of working life. even if retired) 
5% }__Carpente = Maryland UA 
8 5S I . FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8s 
gs * homas Nagle Elizabeth Hutcheson 
8 8 1S. WAS DECEASED EVER IN U. 5. ARMEO FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
& {Yes, no. or unknown) {Il you, give wer or dotes of service) 
of no - = Springfield Hospital Records 
3 = 1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c}-} INT ERA LERET WEY 
5: A EATH 
ay PART |. DEATH WAS CAUSED BY: ¥ 
Se Waster caeee te Chronic rheumatic heart disease ears 
£6 f q 
eB: 4. vA Go HK DUE TO 
> 
= 
° 
s 
2 
5 


After this certificote hos been signed by the attending physician and cam, 
MEDICAL CERTIFICATION 


hed far use os the burial-transit permit. 


the registror prior ta burial, crematian, ar removel, 


alive an___ 


by the hospital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Pa: 


Bes F SIGNATUR 
figs PHYSICIAN'S 
ese NAME (Type| D, = Ogkeavil le, Maryland 
38 = 7c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION [Cily. town, or county) (State) 
s2°9 Lal AD , 
E68 cies Me Ria OOIFTE WAL (7 8 fate 4d 
“i Dao, REC'D BY RECASTRAR | 24b. REGISTRAR'S! SIGNATURE 
VS._A15 (4) BE ‘59 . 
15M 9/55 ceil Clot Io sac 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i : 
1 174! 
i. i742 CERTIFICATE OF DEATH Oe gg 


st ~ 
3 3/ Ni iB PLACE OF DEATH a oe RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
= i ‘fy 7 b. COUNTY 
33 \ CG Aa Lk MARYLAND Ap fee AY Jo 
ictneiee b. is ror es ounide aren First, write |. LENGTH OF STAY IN 1b cn See OR TOWNAIF outside corporote limits, write RURAL ond give nearest town) 
aie ‘ond give 
. f 4 Cilia COAPRA BA 
oo OF HOSPITAL (If not in hospitol, give street address) I! da. 4 REET ADDRESS @. 1S RESIDENCE 


ys ae Lats, 7 gt vod AA, eh OT] 
3. NAME OF 3 ane Middle Lost i ‘ , Yeor 
feaeoreien AGNES " CoPr ape Las OM iz Sram FEB. “= 19 SY 


€ | 7. MARRIED [TJ NEVER MARRIED B | 8/Ate oF ye 9 tent {In en IF UNDER 1 YEAR] IF UNDER 24 
g Do; Min, 
LiL woo wee | Ci - a ih 
(Give kind of work done! 10b, KIND OF BUSINESS OR INDUS TRY 1, le ESE or csoneeeD! 12, CITIZEN OF WHAT COUNTRY? 
king life, 
fos WLLLEL LOS: 


13. — AME ls. oe MAIDEN NAME _ 


ft, iene: eat (DO LOTR Oo 


bios SASED EVER IN U. S. aE FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Addre} = 
ioknown) (UE yes, tre wer oF dates of service) ha 
| So ee el Ee v O92 tasty LA. Ly 


Te CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond , INTERVAL BETWEEN 


ONSET Al EATH 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] v2 oad 


HHaA*K DUE TO 


Conditions, if any, which 
gove rise to immediate 

colse (a}, stating the vader. ( OVE TO 
lying couse lost, (¢ 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. Bio J AUTOPSY 


REFORMED? 
Ys O xeQ 
20a. ACCIDENT WAS UNDERLYING C] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 18.) 
OR CONTRIGUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY [Home, form, | 20F. (City or town) {County) {Stote) 
Hour a.m. White Not while foctoty, street, office bldg., etc.) | 
p.m. 19 Jot work [7] ot work [J at 


21. | certify that ! attended the deceased from. 1 19s Sto fz faa x TE 19.5°7.,that | last saw the deceased 


alive on_ ete coce, AG, --- and that death accurred arf, BE, Jina, from the causes and on the date stated above. 
DDRESS (Street, city or town, stote) DATE SIGNED 


Poges | ond 2 sh 


AS 


cote be executed within 24 hours after deoth. Poge 4 
Then pleose remove corbdn popers. 


A 
8 
< 
7. 
© 
2 
° 
= 
2 
3 
z 
g 
z 
2 
o 
z 
= 


¢ 
S 
4% 
ES 
= 
a 
> 
= 
o 
e 
5 
°o 
3. 
3 
1 
2 
2 
e 
£ 
FS 
r-) 


MEDICAL CERTIFICATION 


After this certificote hos been signed by the ottending physician ond completely filled in by the 


hed for use os the buriol-tronsit permit, 


Re 


the registror prior to buriol, cremotion, or removol, ond in ony event within 72 h: eraalter deoth. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


ie CTUAL 
HS SIGNATUR 
£62 i 
eis PHYSICIAN'S 
AES NAME (Type) 2 
BE° Ta, arama 2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, et county) (State) 
>So pec 5 r, 7 - 
ree £2 2 Ve tsasola Walt, ¥ fi bal Pace ZZ 24 
4 ADDRESS Zg/REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
“a, 
Ys AlS (4) f ? 
Years 14: g pareFEB 4 59 Clit Piesud 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
1743 CERTIFICATE OF DEATH N1745 


Reg. Dist. No. 


se 

ze 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceosed lived. institution: Residence before admision) 

=P fi * MARYLAND pile OUNTY, 

a) Brro 

3 b. CITY OR TOWN (IF outiide corporate limits, write | c. LENGTH OF STAY IN 3b || _c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

7 RURAL ond give nearest town) 

3 kesy e 2 mo. 12 dayp X 

2 d. NAME OF HOSPITAL (IF not in haspital, give street oddress) 'd. STREET ADDRESS @. 1S RESIDENCE 
} OR INSTITUTION R ON A FARM? 

. pringfield State Hospital Oakland Mill “oad ves] not 
| NAME OF First Middle tow 4. DATE Month Doy Year 


Cpe ione) Elizabeth Virginia Nicholson Beatn February 2 a9. 59 


9. AGE (In yeors [IF UNDER } YEAR] IF UNDER 24 HRS, 
last birthday} [Months] Days | Hours Min. 


owvorceo] | September 30, 1874 84 r. 


f 


Dp, 
roy ery 
e 
& 
x 
D 
= 
eal 
9 
$e) 
% 
> Oo 
> 
z 
oO 
a 
- 
= 
> 
2 
2 
a 
i=] 
a 
Zz 
4 
2 
m 
3 
z 
> 
cs 
2 
a 
i=] 
Oo 
= 
i=] 
= 
a 
3 
g 
=) 
=z 


& 
a 
uv 
2 
co 
#, 
3 
& 
2 
a We. USUAL OCCUPATION ( work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
" during most af working red) 
iE t Pennsylvania U.S.A. 
8 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
8 
g worge Ww by Mary Jane File 
° 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
§ T¥es, no oF unknown) It yes, give wor or dates of service! 
is no = pringfield Hospital) Records 
3 18, CAUSE OF DEATH [Enter only one cause per line far (a). (b). and {c)-} INTERVAL BETWEEN 
< PART I. DEATH WAS CAUSED BY: ers 
5 He: IMMEDIATE CAUSE (0 Bronchopneumonia Days 
é LET A DUE TO 
Conditions, if ony, which (o) 


gove rise ta immediate 
couse (a), stating the under. ( OVE TO 


lying cause lost. () 


After this certificote hos been signed by the attending physician ond campletely filled in by th 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs ofter deoth: Page 4 
the registror prior ta burio!, cremation. or remaval, and in ony event within 72 hours ofter deoth. 


6 
: a 
“4 <= 
$23 
836 a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
oe —E 
G32 S|CBS ASSO, WITH REBRAT ARTERIOSCIEROSIS, WITH PSYCHOTIC REACTION. ves [] NO 
LS = [200. ACCIDENT WAS UNDERLYING C1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I or Port Il of item 1B.) 
suet & | OR CONTRIBUTING C] CAUSE OF DEATH 
eos © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S B & |20c. TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY IHame. farm, T20F. {City or town) (County) {Stote) 
B28 8 Hour a.m. While Not while factory, street, office bldg., ete.) | 
3 5 = p.m. 19 lat work [of work [J 1 
$85 21. | certity that t attended the deceosed fram. December. 13,19.58, to. February 24519. 59 that | last saw the deceosed 
2 ea olive on_. February 245__, _, and that death occurred ot 820 2P_M, from the couses ond on the date stated above. 
+ te DATE SIGNED 
ves SIGNATUR MD. ...22 PPL 2/25/59 
2a2z 
333 toed D 
ede omund ust na 
Pc ee Ct as sno ee er eee Eee een 
33 : Ze. BURIAL CREMATION, 2b. DATE THEREOF ‘7c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or cavaty) (State) 
>S. ify 
zee BURIAL” | 2/27/59 | BALTIMORE CEMETERY BALTIMORE MARYLAND. 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'C BY REGISTRAR | 24b. REGISTRAR'S IGNATURE 
vs AIS (4) FEB 2 / ay Chitun A, Lon 


DATE 


15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 A 7 
CERTIFICATE OF DEATH a | 


N 


~ ce 
& 3 Fa 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. I institution: Residence before admission 
8 8. 0. COU! aatnviktee. || ane! b. COUNTY 
2 
3: i CARROLL Maryland 
£3 4 M b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib <. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) Vv 
8 W RURAL ond give nearest town) ; 
= 3 Rural - § Sykesville 17 days Baltimore - 2h 3VvO st 
é z 2 d. Ton Srngar {if nat in hospital, give street address) d. STREET ADDRESS e. a 
Bc Springfield State Hospital 810 S. Ellwood Avenue ves 1)_No (St 
ee] ec 4 " 
2 £5 3. NAME OF First Middle lost ‘4. DATE Month Boy Yeor 
=r DECEASED OF 
& 83 (Type or print) MAVIS MAY PERRY DEATH 2 19 1959 
£ 3° 3. SEX 6. COLOR OR RACE |7. MARRIED [2 NEVER MARRIED [-) |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 
= 2é ‘© lost birthday) Min. 
2 3h | Female W wow wore | 11/29/95 63m 
= e re. 100. USUAL OCCUPATION (Give kind of wark dane! 10b. KIND. BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
2 oof during most of working life, even if retired) 
£ oes Housewife S Ketan bi Maryland USA 
o Pes hua 
4 5 3 a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
che ‘ < 
es Richard Forrest Mary Ridgell 
& 2 @ 3 15. WAS anil a U.S. yen eb 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
>. a {Yes, no, oF unknown) {HE yes, give wor or dotes of service) 
8 gf no Record, Springfield State Hospital Sykesville 
3 2 eae 18. CAUSE OF DEATH [Enter anty one couse per line for (a), (b), ond (c).] INTERVAL BETWEEN 
2s 2a} . DEATH WAS CA\ Y: 
tea PART I DEATH Meolate cause o__Arberiosclerotic heart disease : 
Eo Peieee Z DUE TO 
- =e > f. 
°o o “4 s 
os EAS Conditians, if ony, which (o Generalized arteriosclerosis 
$ QZEo gove rise ta immediate BUENO 
See eee cavte (a), stoting the under- 
3 under 
Sesev lying couse last. 
See ying las () 
3 3 $ . a Fa Paet Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3{o} |19. bs) foi ac 
Sense 4 |2|Chronic Brain “ynirome associated with cerebral arteriosclerosis, with | fryer oO 
ao. “Tu ate: rea. Or 
= 25 3 5 = ares Sass esr oie 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port 11 af item 18.) 
af = 
z Eges © |(F EITHER, NOTIFY MEDICAL EXAMINER) 
Yates & |e. TIME OF INJURY Month, Doy, Year ]20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, Saco (City of town) (County) (tote) 
E5895 8 Hor om. 19 [While Not while fectory, siete Stree baa ciate = nis --- 
Bails = p.m. lat work (1) of work 
2e35- 21. | certify that | ottended the deceased from._@/2 , 19.29, to__.2, 7D oe ees , 192.2_.,that | last saw the deceased 
a oO 
g< <2 alive on__ 2/19 e; 12.59 _, ond that death occurred ot £315 P om, from the couses and on the dote stated above. 
E : ‘ % ADDRESS (Sireet, city ar town, state) DATE SIGNED 
<2 e || [Sette Worn? KLantit WDuo Sykesville, Maryland 2/19/59, 
Ofaze 
< epee ania __Heinz Klea Klaatsch, M. D. 
zoe rs ss 
FA £2 hit 3 [2i0. puRiAL we BURIAL pee OF CEMETERY OR CREMATORY ty, town, or county) (Stote} 
23285 —— COLES PAL Med tee + 
2 ee 23. FORERAL —_ SIGNATURE an: ‘ADDRESS phe 2a. veep EAITEER Lb, REGISTRARS ee 
VS ANS (4) ep So oa Tae Toast. 
15M 10/57 aa p DATE 


Es onr oe ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
; CERTIFICATE OF DEATH n{74s 


(Yer. no. or untnown} IIt yor, give wor er dotes of tervice) 


No “ None . 
Vg. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c).] 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. I” INFORMANT Address 


Springfield Hospital Records 


INTERVAL CETWEEN 
ONSEL AND DEATH 


eee 4 . Reg. Dist. No, 
ce =e rn 
2 $3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution, Residence before edmistion) 
core Ly, 3 Carroll MARYLAND . Maryland Le eu Frederick 
= Bel b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) 
Vv 
: ra 3\ RURAL ond give nearest town) 
mG Sykesville +10mos.12days: Frederick Lote 
ea fd d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
J = ,“n OR tNSTITUTION. ON _A FARM? 
fase uF Springfield State Hospital 17 E, Patrick Street ves (] NOB 
iS 5 3. NAME OF First Middle low 4. DATE ‘Month Do; Year 
= DECEASED OF y 
3S 5 (Type or print) Katherine Gertrude Goolsby Ponton DEATH February 13, 19 59 
c 
= 2 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (ln voor IF UNDER 24 HRS, _ 
By oS ae I Female White |wiowe%} —owoeceog] | March 18, 1878 Boe 
= a \ 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 g during most of working life, even if retired) 
Foxe Housewife - Virginia UeSehe 
3 8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
FE : John Goolsb Margaret Lowe 
2 if 
8 £ 
8 
ig 2 
g 58 
3 
2 
2 


5 ' PaRT 1. DEATH was chusrav. Arteriosclerotic heart disease ears 
= = DUE TO 
Conditions, if ony, which () 


quires 


he hospital ar attending physician. 


page 3 shauid be : * for use as 


couse (0), stoting the under- DUE TO 
lying couse lost. te) 


C.Bes asses wien Seer eeee CeeeOrk TAPFRETLOSUTS PESTS WT ELEN ee "RS ANY 
fying phrase, Pyelonephritis. ves] NOCR 


200. ACCIDENT WAS UNDERLYING () ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port tl of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


gove rise to immediote | 


‘ate has been signed by the attending physicion ond campletely filled in by th 


e burial-transit permit. 


20. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, farm, 


z 
fe) 
IR 
% 
= 
& 
& 
uv 
z 
Q 
s 
= 


T = 
§ het? ea: ities dle Gaeta foctory, street, office bldg., Ne meee an) bi 
= pom. 19 [ot work [] ot work H 
2 21,1 eoetity that | attended the deceas: from March 31, __, 19.22_, rohebruary 13, 1922. that ! last saw the deceased 
= alive on. b 12 , and that death accurred at__. LSA Mm, fram the causes and an the date stated abave, 


x / bs ADDRESS (Street, city or lown, stote) DATE SIGNED 
Sites Plennc/ Sirs R~ ,, springfield Hospital 2/13/59 


TO HOSPITAL OR ATTENDING PHYSICIAN; The low re: 


yess | | |sienature_—_f MO, __ RD EMIES LEIS BOSPLVa s ....------------- Sl AAl 2. 
$ : f mucins = Edmund Lusthaus, M.D, _ Sykesville, Nd. 
4 g Ze, NAME OF CEMETERY OR CRENATORY Ts 7d TOCATION (Cin. toon oF comm) a ce era 
z= Says _| 2/16/59 Zion Memorial Cumberland, Nd. 

i eS ees Ee ae er ge Cu meee ead, ho, REC'D BY REGISTRAR | 24D. REGISTRAR'S SIGNATURE 


VS AIS DATEFEB 1 6 '59 Cntlhun £ thaus 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH — Nt'749 
2899. Reg. Dist. Now 


Lire ela 2, USUAL RESIDENCE (Where deceased lived. 1f institulion: Residence et a ey 


q maryiano || & STATE WA b. COWIE, at Se. 
B. CITY OR TOWN 1 ide copoite min, wale RURAL ¢. LENGTH OF STAY IN 1b 
ond give BF 
4A | Alec! 


1 


R STATE 
— DEPT. 


OR TOWN (If outside corporote Jimils, She URAL and give neores! town) 


*— 


= te 
ae 7 d. STREET ADDRESS 7 T ae 
238 fy 
ce he LE. Crests 1” fE-2 ves [] Nop 
eft ae Ss SS SS ee 
32 3- 3. NAME OF ae Middle tow 4. DATE Doy 
25, DECEASED. yo OF 
eae (type or prin yar eo Stee Qi 7 fy \ tom a 7. 
s = 5. SEX, 6 39 oe RACE {7. MARRIED PX NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE tin yeors {IF UNDER TYEAR! 
= C ent vie Days 
ere eane, winoweo[} —_vivorceo} | -77- Zz 3- / y lee. Abo ? . 
ne Wo, USUAL espe be of Za done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE y or ee country) 2. CITIZEN OF WHAT COUNTRY? 
> a rorking even if retired) Hla A ‘ td, 
ecie é COM tif Vil, Zits the 


wi 


4, CES Ss a NAMB. 
ly PR ABE DEE. Mh) a 


RCES?”| 16. SOCIAL SECURITY NO. }17. WZZZA Wy 


15, WAS DECEASED EVER IN U, S. ARMED: 


2 

5 

& I¥s, no. e# unknown) (yey, give war or 

§ | akon, Cal b Lad. hea, Bef 
2 18. CAUSE OF DEATH [Enter only one couse per tine for (0). ar ond (c).] , INTERVAL BELLE 

i rr ome y Coke m Amy Dee teu stort mid 

i Lp 20.¢ DUE TO 

- Conditions, if ony, which o)_ : . 

- 


Gave rise te immediote couse 
(0), stoting tha underlying( PUE TO 
cove lost. is ae e x 


PART It, OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}{1?. WAS AUTOPSY 
ea a PERFORMED? 
yest] No 


200. EXTERNAL CAUSE WAS, 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in Port | or Port If of item 18.) 
PRIMARY () or CONTRIBUTING [1 
CAUSE OF DEATH, 


jiner 


MEDICAL CERTIFICATION 


0c, TIME OF INJURY Month, Doy. Year [20d. INJURY OCCURRED ]20c. PLACE OF INJURY (Home. form, ae (City or town} (County) (Stote) 
Hour 9, m. While Not white foctory, street, office bidg., « 
pm. w ‘ot work [] of work 


writing the word “pending” in pencil in !tem 18. Give Poges 1, 2, end 3 to the funerol direct 


Poge 3 should be wsed as a buriol-transit permit. File pages 1 ond 2 wit 


to the Chief Medical Exomi 


21. I certify that | taak charge of the remains described above, held an Autapsy [_], Inspection hy. Inquiry dj. and in my 
, Accident ([], Suicide (1, Homicide [J, Undetermined manner [1] 


resulted fram: Natural causes 


DATE SIGNED 


CHIEF MEDICAL EXAMINER [1] 
ASSISTANT MEDICAL EXAMINER [7] 


Ma LAS Ht DEPUTY MEDICAL EXAMINER [3 a A 59 


SA pea NAME OF eds OR ah Tid LOCATION (Citytowa-er county) (Sto 


ADI cn ‘T4o. REC'D BY REGISTRAR aly, REGISTRARS: SIGNAI URE 
gle ee 


M.D. 


+ 


or its designoted agent, prior to burial. cremotion, or removal, and in any event 


4 should be for 
TO FUNERAL DIR 


La Zl oareMAR 2 '59 Onitun £ Kiasa 


TATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
tical 5 2 § DEPARTS NT OF et ‘ 


4 CERTIFICATE OF DEATH N{750 


wi 


% : Reg. Dist. No. 
% 1. PLACE OF DEATH 2. USUAL RESIRENCE (Where decpoved lived. If institution: Residence befare admistion) 
e a. COUNTY peers 0. STATE Mg vey 5 b. COUNTY 
ARRO Last 
€ B. CITY OR TOWN {If autide corporate limits, write c. LENGTH OF STAY IN Tb c. CITY Of TOWN [if Guttide corporate limits, write RURAL and give nearest fawn) Vv 
oO gir > 
2 RURAL ond give nearest town) 2 hs aa z /Shhdes¥1116/ Baltimore 2 \ ey J 
. - /=% 
= x i ital, gi . 1S RESIDENCE 
2 , d. SeRecruneea {IF not in hospital, give street address) d. STREET ng Oe 4 Wa lbro ok Ave e. oe 4 ee 
e ine fie ate Hospi Spr ingfrela Stake Hospi bal | ves 0) vo ii 
3 ; : 
£ 3. NAME OF Fe iting Middle lost 4° DATE Month Pe hs 
a (Type or print) Pha = Rambo DEATH 2 7 1959 
3 5. SEX 6. COLOR OR RACE | 7. maRriED [_} NEVER MARRIED PX] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR| IF UNDER 24 HRS. 
= birthday) [mar ; 
; 3 inths | Days Min. 
Lenis ag Male White wiooweo [) pivorceo [] 5-13-1895 yn. 
2 100. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
5 
o during most of working life, even if retired) uw 
g none ~ Brazil unknown 
3 
3 acy 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 gos Ethel Bass 
5 Bes Dr. Stafford Rambo 
fe é 8 3 \. WAS Le Pa ge) INU. S. ARMED. roneesy 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
e. nas Yes, no. oF unknown) Ut yes, give wor or doter of tervica) 3 “ 4 
8 5 g unknown = none Springfield State Hospital Records 
gat 
8 NS $2 18. CAUSE OF DEATH [Enter only ane cause per line far (0}, (b). ond {).] ONT ERE RET WERE 
3 285 PART |. DEATH WAS CAUSED BY: * 
2 az § a ie IMMEDIATE CAUSE (o_ACute peritonitis Days 
ore AW IX DUE TO 
= Fs Conditions, if ony. which w_Acute menbranous colitis Days 
3 3 Be gove rise ta immediate DUE TO 
cy r= c 
5S fas cause (a), stoling the under- 
gees ie ta Bronchopneumonia Days 
Se%=2 ying cause las! © (ee) 
© .Baece ring couse Lael 
ig § S = z Part IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS AUTOPSY 
3 $025 Q Se eee PEREQRMED?: 
3 : = a 
egos 5 Denentia Praecox, catatonic type. ves FE NOT 
Bots & | 200. ACCIDENT WAS UNDERLYING L)__| 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part It of item 1B.) 
Meee ee & | OR CONTRIBUTING [] CAUSE OF DEATH 
Zoggs G | MF EITHER. NOTIFY MEDICAL EXAMINER) — 
< 9 bs; atari 
2 3s& & |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. ERGAGE GIR Hee Fp SOIR Geo {County) {Stote) 
> 3 ray Hour 0. m. Whil Not whit factary, street, office bldg., ete. a Se 
= 8 é ¥ pan 9 ftw LTerer ee H 
$585 ; 
g fs oe 21. | certify that | attended the deceased from__. August ____. . 19.195%_ 2-87 soe ee , 19.59. that | last saw the deceased 
a oo + 
o ses olive on_ sesso [2 ae, 7... and that death accurred ot 5206 __M, fram the causes and an the date stated abave. 
E 4 7 / ADDRESS (Street, city ar town, state) DATE SIGNED 
PN = 2 2 
<5 . ACTUAL ospita. 
ae 3 3 ACTUAL mo. springfield State Hospital 
c pa 
2253 PHYSICIAN'S 
= eg2e NaMeiney Walter Knopp, M.D. 2 se 
Es BE°9 Za. BURIAL, CHENATION 2b, DATE THEREOF We. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Store) 
~o2 ia MOVAL tty) 
= 523s Burtat’” [2/28/59 Loudon Park Cemetery Balto.Ma 
2 ery OPaBRESS AVG ¢ | 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


i a 


ES MUAYPE] Direc 
TEness Pees re y U/4Aé Po *0l Edmondson |ordMAR 4 ‘59 Cntbua £ Kasse 


rbon papers. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 hours ofter death’ Page 4 
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FS 
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of 5 
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VS ANS (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 , 
1747 CERTIFICATE OF DEATH — ATI 


Reg. Dist. No. 


1 reer ae EE see rigs (Where deceased lived. If institution: Residence before admission) 
A 0S b. COUNTY 
Carroll es Maryland Frederick v 
b. CITY OR TOWN (If outside corporote limits, write ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
RURAL and give neorest town) “Sere 
Sykesville 19yrs.2mos.9days: Rocky Ridge, R#1 . 
da. ae OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e 8 SIDENCE 
Springfield state Hospital = EX] NOD 
3. NAME OF First Middle Lost 4, OATE Month Doy Yeor 
DECEASED OF 
yee ere George 2. Ramsburg oman February 15, 1959 


$. SEX 6. COLOR OR RACE | 7. MARRIEDIK] NEVER MARRIED [7] | 8. DATE OF BIRTH a Ror geer IF UNDER 1 YEAR] IF UNDER 24 HRs. 
“oe Y! Month: Hi jin, 
Male White |wioowo tj —_ ovorceoO] | November 28, 1880} 78 >. jenths| Doys | Hours | M 


100. USUAL OCCUPATION (Gi kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 
Farmer = Maryland v.54 


43. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

George S. Ramsbur; Bllem 1, Holland 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no, oF unknown) Ut yes, ve wor or doles of vervice) 

No poo a Springfield Hospital Records: 


18. CAUSE OF DEATH [Enter only one couse per line for (a). (b). and {c}-] 
PART I. DEATH MepIATE cast fo) Arte riosclerotic heart disease 


FADO DUE TO 


Conditions, if ony, which (b) 
gove rise to immediote 


INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


Generalized arteriosclerosis Years 


couse (0), stoting the under. ( CUETO 
lying couse last. ie 
Zz s" Si ICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEQ TO THE grenes: DISRASI Nit Hue oe IN PART I Ww Bate ‘AUTOPSY 
2! Psy Shi aii cere al Grceriosc1ero SiB Cat rie He Bite) bi Bee 
6 bro chopne won: yes] Nol] 
= | 200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part 1! of item 1B.) 
§ | OR CONTRIBUTING [1 CAUSE OF DEATH 
5 |e eitHER, NOTIFY MEDICAL EXAMINER) 
3 20c, TIME OF INJURY Month. Doy. Year | 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, 208. {City or town} (County) {Stote} 
ra Hour, m. While rican foclory. street. office bldg., etc.) | 
= p.m. 19 ot work [7] ot work H 
21. I certify that | attended the deceosed fromMareh 75... 19.55., toRebruary 15,5 1959 thot | last saw the deceased 
olive on February 15, ___. 19. 59__, and that deoth occurred at9.830P._M, from the causes and on the dote stoted above. 
4 ADDRESS (Street, city or town, stote) DATE SIGNED 
Springfield Hospital 2/15/59 
=o 
earns Agustin delCampo, M.D. Sykesville, Maryland 


Zo. BURIAL, Go ‘Wb. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City. town, of county) (Stote) 
BUYLRT ” | 2-18-59 Creagerstewn Cem, Creagerstewn Maryland 
23. FONERAL DIRECTOR'S SIGNATURE-——~ ¢ TS 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
A f i 
UV greg < aM MALL | OU PN CER 1.959 ¢ ef Seunt 
y, ce ae i 


1 , MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: 1748 CERTIFICATE OF DEATH WN eabde 


Reg. Dist. No. 


\ 1. PLACE OF DEATH 
j “R 9. COUNTY 
arro 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib. 
RURAL ond by neores! town) 


29 Sete eee (Where deceased lived. If institution: Residence before admission) 


oP. imore City 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) ; / 


MARYLAND: [33 


ADDRESS (Street, city or town, state) DATE SIGNED 


“* 


page 3 shauld be 


M.D. Spring! 


PHYSICIAN'S 
NAME (Type 


= D Sykes 
Ea BURIAL, LREMATION, | 226. DATE THERGOF M5 CEMETERY OR CREMATORY Tid. LOCATION (City. a 
MOYAL (Specify) /5 ig 23 RY Ce 4) "DLP at (Stotey7 
Zs ate QZ, KE O e2 _f 


23. ranaeal DIRECTOR'S S{GNATUR ADDRESS ] 2ha, RECID.BY,REGISIRAR | 24. REGISTRAR’S SIGNATURE 
ANS (4) Ae, Va SBds - Lo z reg a4 99 ere) Pt 
V5. AIS (4) & EN e 4 DATE ; 7d, 


ustin del Vamnd. 


may be retained b: 


~ 
& 
o 
é 
x 
3 e 
3 - ; 
. ce 2 19 mo, 22days 
4 2s d. NAME OF ROEPOAL {If not in hospital, give street address} e. IS RESIDENCE 
> fee / * OR INST OTION ON A FARM? 
4 5 of! @ sie r : ves (] no 
eee prin eld_ptate Hospite : d, afayette Oo 
ee 3 NAME OF First Middle last 4. DATE Month Doy Yeor 
< 
ow 2, (Type or print) Dee a deli Re id DEATH 
ee Bessie Adelie © 2 
35 > 5. SEX 6. COLOR OR RACE |7. MARRIED Gg NEVER MARRIED [.] | & DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| 
33 tost birthday) eeont WR 
Sgt | ema wivowen [] oworceo] [September 15, 1871} 87m. 
es iJ & 100, USUAL OCCUPATION (Give kind at work done} 10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 8 g3 during most of working life. even if retired) Maryland U.S.A 
Ss Bev a head ryla eWele 
os § 8 3 3. FATHER" 'S NAME 14, MOTHER'S MAIDEN NAME 

83 
3 8 oe harles Reid Carry Clem 
= £2 sf 15. WAS ine he ast ee IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= 85 = (as, ne, oF unknown) {It yes, give wor or dotes of rervice} % 
as eS no = 213-18-7244 | Springfield Hospital Records 
3 282 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). and (c).] INTERVAL Berween 
ad = ay PART |, DEATH WAS CAUSED BY: mw 
Raia inmeniate cause o1_Arterioselerotic heart disease. 
5 see oe DUE TO 
= Sy > Conditions, if ony, which _Generalized arteriosclerosis, 
s ZEo gove rite to immediote 
3 ; & gs couse {0}, stating the under- DUE TO 
i es ee tying couse last. (c) 
3 Lise. Zz Past Il. OTHER SIG! ANT Care INT} T, ‘LAT| i Ci IN PART 1. 19. WAS AUTOPSY 
igpk. BS 5 E CBS "assoc. Wit. BS DE fe EES ORT Oe FISH BEY HPSEC. PS BOLTON IN PART 10) rect 
ego 8 S| Practure o albor ves])_No 
se § = ee ae uNpeRNG 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Ii of item 18.) 

2 5 
gees G |U(F EITHER, NOTIFY MEDICAL EXAMINER) | Patient fell from chair in dining room. 
oO = 3 — & 
Bases & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (State) 
$5285 g Whe wertinne factory, street, office bldg., etc.) 
Cara 2 ot work [] ot work G8 |Hospital 'isykesville, Carroll Maryland 
oF. 8s 
gee. 21. 1 cortify that | attended the deceased fram... 3/28/58. ____, 19.._.., to. 2/20/59, 19.___.,that | fost saw the deceased 
al<e2 
Zee 3 olive ee Spl ., and that deoth occurred at_LQ%308M, fram the causes ond on the dote stated above, 
Ewe 
° & 
2 5 
= 

R38o 9 
fe) i 
Sie oe 
° = 


TO FUNERAL DIRE 


15M 9/55 wed id, Teak 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N 1 753 
CERTIFICATE OF DEATH eee tet 


ue 4 
uM \ 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COUNTY ae 0. STATE b. COUNTY 


Carroll aryland 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib. | c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


sykesvitis °” (home ) Sykesville 


d. NAME am RSTTAL (if not in hospital, give street oddress) yd. STREET ADDRESS e. s RESIDENCE 


é IN_ A FARM? 
CHORE Underwood % Day Road SELLS 
3. NAME OF First Middle lost 4. DATE Yeor 
DECEASED =f. j -P , a OF 
(Type or print) /) y L464 Z D Wa DEATH 4 19 $7 
5. SEX 6. COLOR OR RACE |7. MARRIED ad NEVER MARRIED [7] | 8. DATE OF BIRTH 9. Aor iar IF UNDER 1 YEAR] IF UNDER 24 HR 
Jost birthdo: : 
Male White § |woowen o pvorceo] May 19, 1926 Months 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ChY DYStPIbUtoL=Bq Railroad Brunswick, Maryland diese Ye 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Ralph Raymond Ridgeway Eula Bell¢ 
(au ie Sobel AS 1S 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
vés Wwe Te 0-/JJJsyiirs. Ralph Ridgeway Brunswick, Ma, _ 


16. CAUSE OF DEATH [Enter only one couse per “Tine “ter fo). (0). ond (c).) INTERVAL BETWEEN 


‘ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: A A, 
IMMEDIATE CAUSE (0) As nin Hrrrnt ae (0 Met. 4s.\ 


YA0- { DUE TO 
Conditions, if ony, which o 
gove rise to immediote 

cause (a). stoting the under. { DUE TO 
lying couse lost. o 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
ves] nol) 


200. ACCIDENT WAS_UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ii of item 18.) 
OR CONTRIBUTING CO) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 {City or town) {County} (State) 
Hour a.m. While No? while factory, street, office bldg.. etc.) ! 
pm. 19 Jot work [] ot work [J ' 


21. | certify that Lattended the deceased from_._.Aa.._., 1954.9. 1047224 , 1929-Z.,that | last saw the deceased 


es 
alive on. ZZ. , and that death accurred at_4_/94M, fram the causes and on the date stated abave, 
ADDRESS (Street, city or town, stote) ys: as 


aioe ¢ ae * Ab fle 


PHYSICIAN'S. Ps 
NAME (Type) 


‘220. BURIAL, CREMATION, | 226. DATE THEREOF ‘Zic, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town. or county) (Stote) 
ify 2 
Bumbetiec | Feb, 22,!59 Park Heights Brunswick, Maryland 


23. Penryn, a bedi ADDRESS: 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


apie a tn FozeherBronswick, Ma. oan FEB 2 4 59 than Meant 


ae 


‘al directar, 
fe filed with 


o 


Hed in by the &y 


} 


ool 


/ 


Then please remave corbon popers.. Pages 1 and 2 sha! 


te has been signed by the attending physicion and campletely 


MEDICAL CERTIFICATION, 


hed for use as the burial-tronsit permit. 
the registror priar to burial, crematian, or removal, and in any event within 72 hours ofter death. 


hospital or attending physician. 
After this certi 


poge 3 should be 
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TO FUNERAL DIRE! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours after death: Page 4 


oi 


‘al director, 


Then please remove carbon papers. Pages | ond 2 sh 


|, Cremation, or removal, and in any event within 72 haw 


After this certificate has been signed by the attending physician ond completely filled in by the 


hospital or attending physicion. 


e 
Broched for use os the burial-transit permit. 


page 3 should be 


may be retained b: 
TO FUNERAL DIRE! 
the registror prior to buri 


VS ANS (4) 


5M 9/55 


OO 


SD 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


; CERTIFICATE OF DEATH "1794 


y Reg. Dist. No. 
1 TAGE OF DEATH See 2, USUAL RESIDENCE (Wherg,deceated lived. If insitutions Residence before omission) 
‘grreH MARYLAND ‘Mar “wee b. COUNTY Garay 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR Gate outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give neores! town) 


Vind b La A f ) ZZ 3 ¥ Tas 
oe TREET Lap st x 


'd. NAMEOF HOSPITAL (If nat in haspitol, give street oddress) 


OR INSTITUTION, d e hips oes 
10 AVE Lf oe Sfreef YE] No 


3. NAME OF First Middle tos! 4. DATE __» Menth Dey —‘Yeor 
iypeerpeen FAILV ER fea * die RUBY | dam  Feh,ve 9 
3, SEX 6. COLOR OR RACE | 7. MARRIED DRINEVER M, 


R ARRIED ([] | 8. DATE OF BIRTH AGE in yon Ui 
Ma /e whe 7E |wiowen O _ oworceo + Cots bed FOSS ff Bp 


100. USUAL OCCUPATION oe kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE i or foreign eee 12. CITIZEN OF WHAT COUNTRY? 
during ost of working lite, even if etre) 
O11 R Dewera Lia Javed SA: 
V3. FATHER'S NAME 14. MOTHER'S: IDEN NAME 
esse. “Kuby. EMINE/ ine AEP pe 


Tg, WAS DECEASEDEVER IN U. S. ARMED FORCES? [1 SOCIAL SECURITY NO. ]17. INFORMANT I 
Nee ceese Vebisateeoe'o ene aL are > 
Ne V/2- 24-6uf/Ir Plver F/ gt repst EAD IMD 
18. CAUSE OF DEATH [Enter only one couse per line for (0), 1b), anf (c)-] =P INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: we. DEN IREAT 
ny, IMMEDIATE CAUSE (o (WEE M 


of DUE TO 


Shiv. if ony, which 2 Se PPS 


gove rise to immediote 


couse (0), stoting the under. ( OVE TO 

lying cause lost, 
Fs Parl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO_DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
Ee 
3 = ves 0] NO BR 
© [ 200. ACCIDENT WAS UNDERLYING £3 | 20b. DESCRISE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port Il of item 18.) 
& OR CONTRIBUTING C1 CAUSE-OF-DEATH —— 
(UF EITHER, NOTIFY MEDICAL EXAMINER) oe 
& |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
s oes ee niles ane eves loctory, street, office bldg., etc.) | 
= p.m. lot work fSpetwark [F Louse j ss Si > ae 


4... IWZ.,that | last saw the deceased 


21. | certify that | attended the deceased fram. SIDE L bmw _-_, 19 TG lec? ke Ge 4 
ath accurred at (72347, fram the causes and an the date stated abave. 
DRESS (Street, city or tawn, stote) DATE SIGNED 


alive an mim 7 
EAN eet me O02 Lea = tt feakie tA... MA w% Gf TY 
m pe gl Eel ellacefclesy Carlene. 


] 20. GURIAT, CREMATION, | 22b, DATE THEREOF IAME OF CEMETERY OR CREMATORY 7% een (City, Joyn, ar county (store) 
DREMOVAL Tay ata a rot Ll te vid 
2, 


sae rn, '$ SIGNA’ 240. REC'D BY a ‘2a, REGISTRARS SIGNATURE 


GeFEB 4 '59 Outhon £ Masa 


f MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


al 


NL 795 
ba a 
Rem 1752 CERTIFICATE OF DEATH Kerem me 
=- _— = 
5 Wa ~\ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
% Ww \, °. COUNTY MARY a. STATE b. COUNTY 
oS arro we Haryland —_____. _—City 
. b. Dal MAAN (if on ae Seeks limits, write] ¢. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) ay 
oO vg feores! town! 3 ; 
Sykesv Te 9 m 10 days Baltimore 2h, Md. v uf 
c dé. Pa eaad eet {If not in hospitol. give street address) d. STREET ADDRESS. oe 
/ Springfie d State Hospital 136 N. Ellwood Ave Yes] NOB 
3. NAME OF First Middle lost 4, DATE Month Boy Yeor 
DECEASED OF 
(Type or print) William Schreiber OEATH 2 21 1959 


5. SEX 6. COLOR OR RACE |7. maRRiEO [X} NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
het W tost birthdoy} Min. 
i ) M wiooweo[[] _—ovorceo (J 27-79 , 
Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 31. BIRTHPLACE (Stole or foreign country) 32. CITIZEN OF WHAT COUNTRY? 
"te qecng mait of working life, even if retired) 
Elevator ooerator Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Herman Schreiber eee 


ie WAS oc EVER IN U. S. ARMED reer’ 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
3, 0, oF unknown) (1 yes, give wor or dates of vervice 
eat machin Springfield Hospital Records 


Then please remave carbon papers. Pages | and 2s! 


a, 

18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 

PART! oraTH was causeDar, Arterbosclerotic cardiovascular disease years 
. DUE TO 

: Cheb tai, wile ‘ee Generalized arteriosclerosis years 

Qove rise ta immedicte 

couse (0}, stoting the under. ( CUETO 

lying cause lost, (a. 


C.BIS." SSSSE LEN COLSBEST SPS PLES CLET OST WL EH BBY CHE Se COREL OR NN PAT NO)? on 
ves (1) No Py 
SSRN ROE Bee Pelt on the wards MeBd "was dtItlely" leased the body. 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 206. PLACE OF INIURY (Home, Ep 1 20f. (City or town) (County) (Stote) 
ont F hi lactory. sitpet. office bldg... etc.) | 
SPI" «12 18H he, Nene | Hospltet ward” Sykesville, Carroll » Md 


alive on___2= 


AcTUAL of, ’ 
SIGNATURE tin-F v- 


After this certificate has been signed by the attending physician and campletely filled in by the 
MEDICAL CERTIFICATION 


ched for use as the burial-transit permit. 
the registrar prior ta burial, crematian, or remaval, and in any event within 72 hours after death, 


bughe haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tho! the death certificate be executed within 24 haurs after death: Page 4 


i 
Bee 
£a2 / X 
S28 NAME (yes) Eamund Lusthaus M.D. 

is, 1S atic ralte ee ee ee ee zat 
SEO 720. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Tid, LOCATION (City. town, of county) {Stote) 
32 e Ba, REMOVAL (Specify) fe" oudon Pk. Baltimore 29 Ma, 

2. TOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


¥EAIs 0 9 W itzke Funeral Directors,4101 & soreitye [EB 2 454 Goihug £ $5, 


"MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Bk 
+ CERTIFICATE OF DEATH “tetieg NO 


rate ot 
gove rise to immediate 


cote (a), stoting the under- i ‘ in 137e 
lying couse last. (js y pie y 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va} | 19. ee AUTOPSY 


~ ¢ ee es! 
& 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmission) 
= £8 Sage ee Carroll maryiano || ° SAT Maryland b. COUNTY Carroll 
; Ba B GITY OR TOWN (Hf ounide corprete Finis, wite Te: UNGTH OF STAY IN Tb ‘ Weal ‘OR TOWN (If outside corporate limits, write RURAL and give neares! town} 
RURAL ond give neares! town’ 
a rural Westminster rural Westminster 
3 28 4. NAME OF HOSPITAL (IF not in hospital, give street address) ~ STREET ADDRESS «. 1S RESIDENCE 
os =e rr 
ema R.F.D. fh Reese : R.F.D. #4 Reese vés C] NO) 
2 £5 3. NAME OF First Middle tow 4. DATE Manth Doy Year 
ve 
& $8; (Type or print) laura Kate Sies DEATH Feb. 15 19 59 
© 
2 38 5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED. 8. DATE OF BIRTH 9. AGE (In gon IF UNDER 1 YEAR|IF UNDER 24 HR: 
= 3° Bi Months! Doys { Hours| 
sty Female White wiooweo &} —oworceo]) | August 11, 1663 Lie Ye. 
2 ef 10a. USUAL OCCUPATION (Give kind af wark done] 0b, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Fa juring most of working life, even if retired) 
$ 52 
Spe House wife Own Home Carroll County, Mi. USA 
3B a I 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
25 Aaron Burgoon Louise Hornberger 
5 va na is 
= £6 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
€e2 
6 E {Yes, 0, oF unknown) {It yes, give wor or dates of service) 
(ar no oo = = - =| - - ~ — — | Howard Sies Westminster, Maryland 
38 : 
eg 18. CAUSE OF DEATH [Enter only one couse per line far (0), (b). and ©.) INTERVAL BETWEEN 
2a PART |. DEATH WAS CAUSED BY: ea Saag! ONSET AND DEATH 
© 5 : IMMEDIATE CAUSE ia (AVL, Vu Hy lob te ee : 
ae 4a DUE TO 
> : ' 
s Canditians, if any, which wo Vow “i te 
i 
# 
« 
8 
oa 
3 
2 
2 
oO 


a 
Bee 
See a 
232 9 > PERFORMED? 
$35 3 yes] NOX) 
Pea = | 20a. ACCIDENT WAS UNDERLYING (J__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Part Il af item 18.) 
BS & | OR CONTRIBUTING LJ CAUSE OF DEATH 
22 & | UF EITHER, NOTIFY MEDICAL EXAMINER} 
$53 G [2c TIME OF INJURY Manth, Day, Yeor [20d. INJURY OCCURRED |[20e. PLACE OF INIURY (Home, farm, 720F. (City or town) (County) (State) 
Fy 6 y 
vg a Hour o.m, While Nat wae factory, stree!, office bldg., Beh 
ed = p.m. lat work [] at work 
ces : -, 
aoc 21, | certify that | attended the deceased fram.” 19. , 19.2F_,that | last saw the deceased 
‘ 3 ax 
es alive on. ~ 47%, WD , and that death occurred at_/ M, fram the causes and an the date stated above. 
*e ADDRESS (Street, city or town, stote) DATE SIGNED. 
rt - 
ACTUAL 
3 stenature_C~, m0. Le ect prereernee Oey 2H. er Seay 
RUNS CL. Billingslea, M.D, 2S, Center Strect Westminstery Maryland 
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‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 2d. a et town, of county} tate) 
removal (See) |  Febe18,1959| Meadow Branch Cemetery stminster, Mary. 


\ 23. FU TERA fOR'S SIGNATURE ADDRESS 24a. REC'D ra nop 24b, REGISTRAR'S SIGNATURE 
j I ra 
Yrs) John #9 Byers Westminster, Maryland DATE Khun & Fos 
6 
x 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1753 CERTIFICATE OF DEATH 


oma 


WY 


~ 28 Reg. Dist. No. 
12 g 5 A. PLACE OF DEATH a USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= 4 0. COU °. b. COUNTY 
32 Carroll . arene Maryland Carroll 
a b. CITY OR TOWN (If outside corporote fimits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
, Y RURAL and give nearest town) We 
= Rural Unian Bridge 3 years im Union Bridge 
2 d. NAME OF HOSPITAL (If not in hospital, give street address) » d. STREET ADDRESS e. 15 RESIDENCE 
#2 AT ‘OR INSTITUTION ON A FARM? 
SI yes [] No 
5 3. NAME OF First Middle test 4. DATE Month Do Yeor 
S DECEASEO 4 
Hy ipa ee rect Harriet v. Strausburg OkaTH Februa: 28, 1959 
Qa 
. . R RAY 7. B. DAT! RT 9. AGE (1 
2 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH AGI ey 
Female White winoweo fg vorceoE) | April 26, 1878 rs. 


10a. USUAL OCCUPATION (Give kind of wark done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


ig physician and campletely filled in by the fi 


So 
2 
x 
oO 
8 
3 
s 
‘oS 
3 
3 
2 
= 
a 
< 
€ 
3 
a) < 
3 5 
3 Ba during most of working life, even if retired} 
3 Res Housework Own home Maryland U.S.A. 
= 3 6 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
2 E15 
B ex William Miller Susan Foreman 
° 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
+ § (Yes, no. oF unknown) {Ht yes, give war or dates of service) a 
Piers no ales Mrs. Joseph P. Bostian, Middleburg, Md. 
5 285 18, CAUSE OF DEATH [Enter only ane cause per line for (0}, (b), and (c). (ee INTERVAL BETWEEN 
8 5282S Y , 4 a 2 ONSET AND DEATH 
20° PART I. DEATH WAS CAUSED BY: ¢ A ; ; 

Smcke 2 Retin IMMEDIATE CAUSE (0) LL? 2 fe A ZL£-—*-?2 eer ae 
5 2 3 : DUE TO ’ ‘tt 
= 3s» Canditions. if any: which - Cree ee. ae 
o-. eleae gave rise ta immediate 
Soniguere couse (0), stoting Ihe under. ( OVE TO 
ce 5° 2 lying couse last. () 
Sse Anne. colienlad 
3 8 Zz Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART 1(0}|19. WAS AUTOPSY 
ad 33 - ce) en a ee ee ! PERFORMED? 
2s J + = 

ea ) 4 yes] not] 
gaoos G 
2 2 o 
Foose = | 200. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il af item 1B.) 
geee & | OR CONTRIBUTING LC] CAUSE OF DEATH 
<5 a3 2 a © [IF EITHER, NOTIFY MEDICAL EXAMINER) 
Scees & [2c TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (Cily or town! (Count Stote 
Bog 8 uv Y. E ty ) ( y) (Stote) 
55, RUD a Hour a.m. While. Not while foclory, street, office bldg., etc.) t 
e275 3 p.m. w lal work [[] ot work ' 

re 

es. 8S F — ~ 
2 Sco = 21, | certify that | attended deceased from__<7>_ "== ?____ c WZ, fade ---, 19:2 that | last sow the deceased 
oc<ee . ~ 
oa Ss alive on... =A A A 19 L--; 7-0 id that death occurred ote2:.-EM, from Aiea and on the date stated abave. 
ES on (S24 ADORESS (Sty6e!, city or town, stote) DATE SIGNED 
eecaied WN 2 he - 
= 2s 8 AGN AToRe een RPG Mo. Lai 2-27. err aa ee Oe Rs 
Ofsz os 
242s ] PHYSICIAN'S 
Bese | | _ [NAME (type) HaLege, M.D Union Bridge, Maryland ’ 
Py 22°90 ‘22a. BURIAL, CREMATION, 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (Store) 

~D 1 MOVAL i 
a st oe ur at” 3/2/59 United Church of Christ Cem. Tane town, Maryland 
me ' 23. FUNERAL DIRECTOR'S SIGI re ‘ADDRESS ho. REC'D BY Evia Zab. REGISTRARS SIGNATURE 

‘ en Lb epost ”7 
vs ais (4) N, Givi k a aeevtown, Maryland pare MR AD Onihun LC Ae wets 


15M 10/57 \ ‘ SS 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
’ CERTIFICATE OF DEATH Kons CeO 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
° STATE Maryland Se COUNTY aera 14. 
¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give rearest town) 


ad 


N. beset aks 
° COMMeroll MARYLAND 
b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN 1b 


Filed with 
ff, 


RURAL and give tt ) - . 
Rural “Westminster Life Rural, Westminster 
2 4 da. Oe ernUrGn (If not in hospital, give street oddress) fd. STREET ADDRESS e. peo 9 
se Westminster, Md, R.D.2 (Union Milis) Westminster ,Md. R.D.2(Union Mills)! v4 Nott 
a I 3. DECEASED. First Middle lost 4 aoe Month Day Yeor 
(Type or print} Theodore David Utz DEATH February 28 1959 
S. be . Ls . * iT IF UNDER 1 YEAR| IF UNDER 24 HRS. 
s&& 5. SEX 6 COLOR OR RACE |7. MARRIED EHNEVER MARRIED [] [8 DATE OF BIRTH ig ean ae 
Male White wipowen [] owvorceoQ) | Feb.6, 1885 74 ms. Es 
10a. pee See uESON we kind vl a 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
joring most of working life, even if retir 3 
Retired Farmer Farming Carroll Co,, Md, US As 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
George A, Utz Savilla Snyder 


Me \nagtintsaae ts wi Py ee le 16. SOCIAL SECURITY NO, |17. INFORMANT Address 
220—16=4025| Mrs. Theodore D. Utz, Westminster, Md, R.D.2 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (¢).) INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: DEATH 
IMMEDIATE CAUSE (0) 


“YS xX DUE TO 


Then please remave corbon papers. 


, cremation, or remaval, and in any event within 72 hours ofter death. 


Conditions, if any, which (b 
gove rise to immediote 


After this certificate has been signed by the attending physician and completely filled in by the fuggral director, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed wilhin 24 hours ofter death: Page 4 


5 couse (o}, stoting the under- ( OUETO 
cvs lying couse lost. (3) 
Fj aying colserton.: 

tc 2 Paar Ht. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
ES Ne 
£ dis ves [] NOR) 
a Vv 
Pes & | 20a. ACCIDENT WAS UNDERLYING C)__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 1B.) 
383 5 | sm Ray Muscat tana 
set S : 
38 & 20. Time OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED [00. PIACE OF INJURY IHome, farm, 120% (City oF town) (County) (Stote) 
5.28 2 Nei <b. Rath, SIRE factory, street, office bidg., etc.) ! 
sei? 2 p.m. 19 fot work [J ot work ‘ 
= - 5 5 
es 21. 1 certify that | attended the deceased fram=f-0An, cd 2. 19.5.9, ta. fe Asal, 9S Lithat | last saw the deceased 
* 5 alive on___> > Sil --, and that death occurred at_12 —M, fram the causes and on the date stated above. 
i ADDRESS (Streei, city or yown, stote} DATE SIGNED 
B.. f Hf M i = 
F} ACTUAL 4 * 
yess SIGNATUR' pee Luo... Ws King LA Flown. 2:28:57 
£62e¢ } D> 
S53 PHYSICIAN'S , ie nN 
szit NAME (Type L PA efoto KING 'sT. Lil LE STOWN, fp 

bcd ee 
43 4 >. To. a peas IS ‘2b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 
>2-a~ i * 
rege Bea f 3/3/59 St, Marys Cemete Silver Run, Carroll Co,, Md. 

e INERAL PIRECTOR'SSIGNATURE / ) «_ ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


paragan 2  '59 Cothun § ad 


Y Littlestown, Pae 


2a 
acy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH NL Zoy 


Reg. Dist. No. 


1 


sé 
z yy Ag PUR roan s pr aber (Whe stitutian: Residence befare admissian) 
ae Carroll marYLAND |} ° Maryland 
3 a4 b, CITY OR TOWN (If autside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if 01 corpordial hie Al's; write RURAL and give nearest town) 
Fy RURAL and give nearest tawn) z 
£ Sykesville 19yrs8m.15de Baltimore 36 aa 3Va0/_-u 
2 . 4. NAME OF HOSPITAL (IF not in hespitol, give street address) B5 lal street Aporess eis RESIDENCE 
= Springfield State Hospital [Devonshire Drive ves] NOX] 
> aie 
5 NAME OF First Middle lost 4. DATE Month Doy Yeor = 
5 ieee Isadore — White cam February 20 19 59 
8 5. SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED PX) |@. DATE OF BIRTH 9. AGE (In year IF UNDER 1 YEAR| IF UNDER 24 HRS. 
aS male white |wioowe oivorceo [J July 31,1698 at Hour | Min. 
& 10a. Bou ACE CEPA ste kind - area | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retir 
E Clothes mig Clothes mamfact.; “Russia UsSehe 
8 -_ 13, FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
8” = “Lewis White Esther Goldman 
é bi fl Nes WAS BES Yalta U.S. ~—o zs Sd 16. SOCIAL SECURITY NO. {17. INFORMANT Address 
eafeeseerineca. | Wt peu ge ode on aceMeenat ; 
Se “—“ [unknown |"""" ‘ Records of the Springfield State Hospital 
e 
8 18, CAUSE OF DEATH [Enter only one coute per line for (9). (b). ond (c).] INTERVAL BETWEEN 
a PART I. DEATH Was Causeo BY: Coronary Occlusion foe OS ese 
§ 3 IMMEDIATE CAUSE (0). 
2 l f ore than 
é i UE TO : 
CondtaniiMeny. omen 3 Arteriosclerotic Heart Disease 


gave rise la immediote 
cause {a), stoting the under. ( DUE TO 
lying couse lost. © 


R: After this certificate has been signed by the attending physician and completely filled in by # 


« 


the registrar prior to burial, crematian. ar remaval. and in any event within 72 hours ofter death. 


& 
& 
5 3 Patr Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e)|19. WAS AUTOPSY 
3 3|Psychosis with syphilitic meningoencephalitis; tabo-paresis yes] No 
3 i [20c, ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port t or Por! It of item 18.) 
a & | OR CONTRIBUTING C] CAUSE OF DEATH 
£ & | (F EITHER, NOTIFY MEDICAL EXAMINER} 
ee ee ee ee a 
3 & |e TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED [206 PLACE OF INJURY (Home, form, 1200. (City or town) (County) {Stote) 
g FA Hoe Ro ged ee foctory, street, office bldg., etc.) ! 
5 = fot work [} ot work [F} Hy 
5 21. I certify that | attended the deceased fram.-_2-¥ 7 Oe baat a bd ae 7 that 1 last saw the deceased 
e 
olive on February 20 ___ : 1959 --- and that death occurred ot 122 Py, from the causes and an the date stated abave. 
_ADDRESS (Stree. city or town, stot) DATE SIGNED 


ACTUAL 
SIGNATURI 


PHYSICIAN'S. 


NAME (Type)__ Walter Knopp 


No. sora to Sescnae ‘2b. DATE THEREOF We. E OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, tawn, ar county} (Stote) 
MOVAL (Specify! 
e 2-22-/ 96 Vel (SP¢EL auen- FID 


‘ rake DIRECTOR'S as ADDRESS: 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
) AEG 
¥g,Ats. ua ame ee ~ 2160 (20 Bae ree 24 59 ttle TP i asia 


may be retained by the hospital or attending physician. 


TO FUNERAL DIR 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
poge 3 should 


ot 


@: ifecior® 
Cofilediwih 


leose remove corbon popers. Pages | ond 2 sho! 
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: After this certificote has been signed by the attending physician ond completely filled in by the| 


1 hospital ar ottending physicion. 
the registrar priar to burial, cremation, or remaval, and in any event within 72 haurs-ofter death. 


poge 3 should be detached for use as the burial-tronsit permit. 


moy be retoined 


TO HOSPITAL OR A 
TO FUNERAL DIRE 


Vs Al5 (4) 
15M 97/55 


ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH neo, viv, wo, LOU) 


1, PLACE ae 2 sealed dah (Where deceased lived. If institution: Residence before odmission) 
o. 


Carroll Ma ‘land b. COUNTY 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town) 


Sykesville lmos.l0days ||, Hampstead 


d. NAME OF HOSPITAL (If not in hospitol, give street oddrets} 4d. STREET ADORESS @. 1S RESIDENCE 
OR INSTITUTION yA ON A FARM? 


Springfield State Hospital None ves (] NOG 
— 
3. ey ‘Ss Fiest Middle Lost ‘4 eile Month Day Yeor 
{Type er print) Erma Rill Wink cam February hh, 19 59 
5. SEX 6. COLOR OR RACE |7. MARRIEO[] NEVER MARRIED [] | ®. DATE OF BIRTH 9. AGE {In yeor IF UNDER } YEAR] IF UNDER 24 HRS. 
Jost birthdo jee RS 
Female White |wioowsx] pvorceot] | August 13, 1886 i a 


100. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR aes BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Fae ae fear a even if retired) Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Daniel Rill Uninown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


TO (re aT | PU ell se5 04: Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per lina for (0), (b). ond (¢)-] as BETWEEN 


PART |. DEATH WAS CAUSED BY: Inf, ONSET ANDED ERI 


IMMEDIATE CAUSE (a) arction of myocardium due to coronary Hours 
vf DUE To occlusion 


Conditions, if ony, which i 

gove rise to immediote ‘ 
cause {o), stoting the under, { OUE TO 
lying couse lost, 


0. BIB AUEDE, WEUR" BUROMPRT GtORTOLOLEFSHLE, VEER Papehote PELELOR. |” Reotoy 
YES. NO 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 2%0e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) {Stote) 
Hour a.m. While Nat while foctory, street, office bldg., etc.) | 
p.m, 19 lot work [J of work [J : 


MEDICAL CERTIFICATION 


yb, 19.59. that | last sow the deceased 


, and that death accurred ot 32,0A_M, fram the causes and on the date stated above. 
ADORESS (Street, city or town, stote) DATE SIGNEO 
ACTUAL 
SIGNATUR 


PHYSICIAN'S, 
NAME (Type) 


726. BURJAL, CREMATION, | 225. OATE THEREOF 22c-NAME OF CEMETERY OR CREMATORY) 72d. JQCATION (City. town, or gounly) 
OY, ne? Mera 
CUO et hl We ude Pe, Y: J ‘do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
le z pitiad oars FEB G6 '59 Crhuq §£ Fess 
: 


